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PITFALLS IN THE MANAGEMENT OF HAND INFECTIONS* 


MICHAEL L. MASON, M.D., F.A.C.S. 
Chicago, Illinois 


N the management of any illness the physi- 
| cian is confronted with two problems: first, 
that of bringing the disease under control; sec- 
ond, that of maintaining or of re-establishing 
function. The difficulties in meeting these two 
problems vary with the disease and with the pa- 
tient. Under some circumstances, once the dis- 
ease is under control, functional return is rapid 
and spontaneous. In other instances the control 
of the disease may be simple, but functional res- 
toration of the patient may present the most dif- 
ficult of problems. In still other instances, not 
only does the disease call for skilled, competent 
management, but functional restoration may of- 
fer as difficult, or even more difficult, a problem 
than the disease itself. It is to this latter cate- 
gory that the hand infections tend to belong. 
True enough, the control of the infection and 
restoration of function are in many instances 
simple and easy. 
loses sight of the functional requirements of the 
hand will often find himself in difficulties which 
could have been avoided had these requirements 
been observed. 

In a discussion, therefore, of the pitfalls in 
the management of hand infections, we may dis- 
tinguish those which have to do with the care 


However, the surgeon who 


of the infection per se from those which con- 
cern the functional maintenance and restoration. 
This distinction is merely one of convenience of 
discussion, since it must be emphasized that from 
the onset of treatment the functional require- 
ments of the hand must be constantly kept in 
mind. 

The difficulties which have to do 


with the 


*From the Department of Surgery, Northwestern University 
Medical School, and Passavant Memorial Hospital, Chicago. 
Presented at the annual meeting of the Minnesota State Medical 
Association, Saint Paul, Minnesota, May 5, 1937. 
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management of the infection per se are those 
common to all infectious processes, modified by 
certain considerations due to anatomic peculi- 
arities of the hand. The basis for Kanavel’s 
monographic contribution on infections of the 
hand was a careful anatomic study of the ex- 
tremity. A thorough knowledge of this anatomy 
is necessary to the intelligent diagnosis and 
treatment of the hand infections. In possibly 
no other region of the body has a careful ana- 
tomic study yielded so much indispensable infor- 
mation, or so clarified a one-time baffling prob- 
lem. 


This is scarcely the occasion to discuss in de- 
tail the factors which predispose or contribute 
to the development of an infection previous to 
the time the patient consults the surgeon. There 
are, however, certain interesting observations 
which we have made in the study of a group of 
cases. 

The initial introduction of very virulent or- 
ganisms into minor wounds is accountable for a 
certain number of the most severe infections. 
Many of these occur in physicians and nurses 
who in the course of their professional duties 
injure themselves on needles, pins, knives and 
scissors contaminated with virulent organisms 
already acclimated to growth in human tissues. 


The human bite injury is also characterized by 


the inoculation at first instance of organisms al- 
ready accustomed to human body fluids, and the 
very malignant course which these infections 
take is well known. Neglect by the patient (Fig. 
1) of minor injuries such as cuts, scratches and 
abrasions also accounts for a certain number of 
cases of infection. The minor injuries of every- 
day life are so seldom followed by serious infec- 
tion that they are usually ignored. However, the 
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experience of men in large industrial medical 
services has shown that prompt first aid treat- 
ment of even the most minor hand injuries very 
materially diminishes the incidence of the se- 


Fig. 1. 


of a severe infection from what would hay 
been an insignificant one. Squeezing or pricking 
of tiny follicular infections is a most prolif, 
source of carbuncles and other types of 


subcy. 


Acute spreading infection from neglected minor laceration of right middle finger. 


Wound washed and painted with tincture of iodine, but not protected by dressing. Two days 


later hands became very soiled, and that night swellin 
with 


awake. Entered hospital following day 
cutaneous gangrene at site of injury. 


(a and b). Nine days after injury. 


600; temperature peak 103.4. 

(c and d). Fourteen days after injury. 
ization taking place in tendon sheath 
23,650; temperature peak, 101.4. 

(e and f). 


drained and tendon removed. 


(g and h). Sixteen months after injury. 


vere disabling infections. Neglect to keep an 
open injury covered with a protective dressing 
until healing has taken place may favor secon- 
dary infection of wounds which were not origi- 
nally seriously contaminated. The blister which 
follows burns of the fingers may be knocked off 
during the day’s work, a tiny healing laceration 
may be reopened, or the protective crust over 
an abrasion may be accidentally removed unless 
they are kept covered until they are healed. IIl- 
advised attempts at self treatment on the part of 
the patient may contribute to the development 


486 


diffuse cellulitis of 
Pure hemolytic streptococcus infection. 


g and pain in middle finger kept patient 
finger, lymphangitis, and 


J. 3 Diffuse cellulitis of finger, gangrene spreading from 
site of injury on radial side of finger, lymphangitis still present. 


White blood count 23,- 


Congpene has extended to middle phalanx, local- 
an 


over dorsum of hand. White blood count, 


Six weeks after injury. The tendon sheath and middle palmar space have been 
1. White blood count and temperature normal. i 
sequently amputated at proximal interphalangeal joint. 


Finger sub- 


taneous infections, and of severe spreading i 
fections. Attempts to squeeze pus from infected 
wounds must have an unfavorable effect on the 
infection. Secondary injuries to infected wounds 
belong in the same category as the usual at 
tempts at self treatment; in each case the local 
resistance of the tissues is lowered by trauma 
These factors in the etiology of hand infections 
are ones over which the surgeon has no control, 
and can be remedied only by the education of 
the laity in the dangers of neglect and self treat- 
ment. 
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In the surgical management of infections of 
the hand there are certain essential factors 
which make for success. The surgeon must be 
guided by the first principle of surgery—to do 
no harm—and by the advice of Paracelsus that 
the surgeon’s duty is to assist nature, that she 
suffer no injury from without. An understand- 
ing ofthe tissue reactions in the presence of in- 
fection is the first essential to successful man- 
agement. The prompt institution of correct 
treatment is the second essential factor, and the 
preservation of the function of the hand is the 
third. 

When an 
should be diagnosed, the possible complications 
foreseen, and the correct treatment started at 
It is a mistake to assume a fatalistic at- 
it is slight solace to as- 


infection is first seen, its nature 


once. 
titude toward infection ; 
sume that an infection is mild or severe regard- 
less of our management at the start. It is of the 
greatest importance that the localized infections 
be distinguished from the spreading ones at the 
onset, since the treatment in the two conditions 
is diametrically opposed. In the case of the lo- 
calized infection, drainage is indicated, whereas 
in the spreading infection, conservatism is de- 
manded and active surgical intervention is abso- 
lutely contra-indicated. 
infections, 


In the localized minor 
such as felon and paronychia, the 
correct incision should be made early, before a 
chronic subungual infection or osteomyelitis de- 
velops. In the case of the major infections, de- 
lay in proper treatment may cost the patient the 
function of his hand, Major fascial 
space infections, and, above all, suppurative ten- 
demand early 
tion spells disaster. 
spreading infections—lymphangitis, 
lulitis, et cetera—the immediate 
conservative treatment gives the patient his best, 


or his life. 


osynovitis, incision; procrastina- 
In the case of the acute 
diffuse cel- 


institution of 


and often his only, chance of survival. 
and 
where to secure drainage confronts the surgeon 
at the onset, and errors in judgment may entail 
serious consequences. The premature 
carries with it probably the greatest potentiali- 
ties of real harm. 

The premature incision, or incision into a non- 


The problem therefore of when, how, 


incision 


localized infection, or into the site of origin of 
an acute spreading infection, may prove disas- 


trous. Any one of us could cite many examples 


of serious or fatal infections which have fol- 
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lowed the injudicious incision of a throbbing, 
painful finger, incisions which have yielded no 
pus and which were followed by a chill, rapid 
rise in temperature, and 


increase in toxemia, 


Fig. 2. Fig. 3. 

Fig. 2. Persistent sinus and osteomyelitis of distal phalanx 
of left thumb following midline incision for felon; two months’ 
duration. 

Fig. 3. Result of midline incision on volar and dorsal sur- 
face of finger and through-and-through drainage of palm for 
tenosynovitis and middle palmar space abscess. Slough of 


tendn, ostemyelitis of metacarpals, and extensive cicatricial 
contractures. 


rapid extension of the process by way of the 
lymphatics and cellular tissues. The temptation 
to incise, often at the insistence of the patient, is 
frequently too great for us to resist. The desire 
to do something, and the unwillingness to as- 
sume what Kanavel has called an attitude of 
“masterful inactivity” have cost many patients a 
hand, or a life. In the spreading infection 
(Fig. 1) the indications are for rest and the in- 
stitution of treatment designed to increase the 
local circulation. Acute lymphangitis, acute 
spreading cellulitis, and acute streptococcal sep- 
ticemia must be treated by the most efficient 
means we have at our command. These meas- 
ures, which consist of absolute bed rest, massive 
hot wet packs, and the forced administration of 
large amounts of fluids, must be started as soon 
as the patient is seen, and maintained until all 
evidence of extension has disappeared and _ lo- 
calization has occurred. Incision must be with- 
held, often for as long as ten days to two weeks 
after the onset of the infection, until the ad- 
vancing swelling recedes and a localized process 
As Koch has said, 
“The patients who have survived . . . have been 
those who were treated by conservative meas- 
ures, and in whom active surgical intervention 
was delayed until there was no question as to 
the presence of a definitely localized suppurative 
process.” 


While in 


can be definitely diagnosed. 


spreading infections an _ incision 
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made too early may be followed by a rapid and known by induration, swelling and localized ic oe 
dangerous extension of the infection, delay in  derness, plus certain almost pathognomonic find. —. 
making incision in the localized processes may ings as described by Kanavel. In the Case of 
also prove disastrous. In two conditions partic- felon, the localized tense, throbbing, moderat, 


oF 
y 


i 
” 


a 


Fig 
cisior 


afford < 
_ Fig. 4. Result of neglected radial and ulnar burse infection and division of median nerve through 
in incision for drainage, and extensive sloughing of tendons. 


quently 
lead to 
healed. 
intimate 
and tha 
with th 
patient 
the fiel 
blood 

pumpe: 
blood | 


incisior 


swelling of the finger tip, plus a history of painf 

which has kept the patient awake over night, 

should be sufficient to warrant the diagnosis 

Delay in opening the felon (Fig. 2) to secure 

drainage and release tension leads to osteomye- 

litis of the distal phalanx and prolonged healing 
Suppurative tenosynovitis is recognized by its 

four cardinal symptoms of uniform swelling 

flexion of the finger, localized tenderness over 

the course of the sheath, and pain on extension} 

of the finger. Given these symptoms and fin¢- 

ings, incision should not be delayed; otherwise 

the likelihood of tendon necrosis is very great — 

and extension of the infection into the large i fa 

fascial spaces in the palm or into the retroflexor ~om 
ai space of the forearm is almost certain to occur. 
Delay in drainage of the large fascial spaces in 
the palm or forearm favors extensive involve- 


ment of the tendons and soft tissues about them, 
ularly is an early incision indicated: namely, in and to a concurrent increase 
felon and tenosynovitis; and in these two infec- 


step of 
the ab: 


ful an 
the di 
suppu 
(Fig. 


Fig. 5. Result of midline incision for suppurative 
tenosynovitis. 


in the toxemia 
The sloughing of tendon, the osteomyelitis and 
tions decision is frequently difficult. This is suppurative arthritis, the prolonged course char- 
probably because suppuration is too closely as- 
sociated in our minds with fluctuation. It must tent discharge of necrosed tendon and _ bone 
be remembered that fluctuation rarely occurs on which follow delayed drainage, leave a miserably 
the hand, and that, with the exception perhaps scarred and contracted hand which almost defies 
of some of the subcutaneous infections, all other attempts at functional repair (Fig. 3). 

localized abscesses on the hand make themselves 
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principles as those which govern incisions else- 


They must not divide important struc- 
ures; they should not lie in the midline, or 
-ross flexion creases transversely; they should 


Fig. 6. Inadequate and incorrectly placed in- 
cision for drainage of middle palmar space. 


afford adequate drainage; they should not pass 
through uninvolved tissue spaces which conse- 
quently become infected; and they should not 
lead to functional disturbances after they have 
healed. It is essential that the surgeon have an 
intimate knowledge of the anatomy of the hand, 
and that the incision be made in a bloodless field, 
with the care of an anatomic dissection. The 
patient should be given a general anesthetic, and 
the field of operation kept dry by means of a 
blood pressure cuff applied to the arm and 
pumped up to 240 or 250 mm. Hg. Nerves and 
blood vessels known to lie in the course of the 
incision are isolated and identified as the first 
step of the procedure. In this way the limits of 
the abscess can be exactly determined, its boun- 
daries and possible extension recognized, and 
the important structures which lie in relation to 
it can be visualized and protected. Only by care- 
ful anatomic incision can be avoided division of 
the digital nerves and vessels when incising a 
suppurative tenosynovitis; division of median 
(Fig. 4) or ulnar nerves when opening up the 
ulnar bursa in the palm; and division of the mo- 
tor branch of the median nerve when draining 
the radial bursa in the thenar eminence. 

The location of incisions on the fingers and 
hand has considerable functional importance. In 
general, it may be said that incisions on the hand 
should not lie in the midline and should not 
cross flexion creases transversely. Midline inci- 
sions on the fingers lead to serious disturbances, 
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both in the immediate postoperative course and 
after healing’ has occurred (Fig. 5). Following 
such an incision the tendons prolapse through 
the wound, where they are exposed to the air, 


space 
incision 


im 


os 


Fig. 7. Incision for drainage of tendon sheaths and fascial 
spaces of the hand. 


drying, and trauma, and are very prone to be- 
come necrotic. The tendon bed may become 
filled with granulation tissue into which the ten- 
don cannot be returned, and an irremediable sit- 
uation obtains. If healing does take place with 
the tendon in its bed, the contracting scar on the 
volar surface draws the finger into flexion and 
this deformity is increased by the tendon itself, 
which bonestrings forward, since it is deprived 
of its transverse fibrous ligaments. To remedy 
this situation, at least two extensive, doubtfully 
successful, plastic procedures are required. 

The midline incision for felon (Fig. 2) does 
not divide the perpendicular connective tissue 
fibers which attach the skin to the periosteum, 
the division of which is the essential feature of 
the operation. The fish-mouth incision in felon, 
which is so frequently illustrated in the surgical 
texts, while it provides efficient drainage, is fol- 
lowed by a deep furrowed scar which seriously 
interferes with the use of the finger tip for the 
performance of fine acts. It is an especially dis- 
abling scar in a surgeon. The fish-mouth inci- 
sion is not necessary, since the more conserva- 
tive lateral hockey-stick type (Fig. 7) equally 
fulfills the purpose and is not followed by dis- 
abling scars. 

The incision must not only be correctly placed, 
but it must also be sufficiently large to provide 
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drainage. An inadequate incision of an infected 
area (Fig. 6) leads to persistence or extension 
of infection, sloughing of tissues, and sinus for- 
mation. A small incision on the volar surface of 


Fig. 8. 
burse following knife cut on distal phalanx 


(Patient of Dr. Sumner L. Koch.) 


several days after injury. Treated elsewhere 
both burse about eight days after injury. 


(a, b, c). Hand just previous to incision. 


(d, e, f, g). 
after operation. 


a finger will not drain the tendon sheath, nor 
will an incision into the retroflexor space of the 
forearm drain the distal end of the radial bursa. 
An incision which does not reach the proximal 
cul-de-sac of the tendon sheath, or the proximal 
ends of the radial and ulnar bursz, will not ade- 
quately drain the sheaths, and tendon slough and 
extension the infection into fascial spaces 
In case of the sheaths of the index, 
middle and ring fingers, the lumbrical canals 
and deep fascial spaces of the palm, the middle 
palmar space and thenar space, are certain to be 
involved. In case of the radial and ulnar bursz, 
the infection, after rupture from the proximal 
end of the sheath, extends into the retroflexor 
space above the wrist and upwards between the 
muscle groups of the forearm about the ulnar 
nerve and artery toward the elbow. Drainage of 


of 
will occur. 
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Suppurative tenosynovitis of radial and ulnar 
of right thumb. 
for rheumatism for several days. 
Pure 


Functional result obtained by proper incision. 


the tendon sheaths of the index, middle and tip 
fingers may be secured by two incisions | Fig, | 
—one well to the lateral side extending from { 






inimum 


age of the 


distal to the proximal flexion crease, the other yamine of thi 






Swelling and pain developed 
Drainage of 


culture of non-hemolytic streptococcus. 


Photograph taken five months 


provide drainage for the cul-de-sac, along the 
distal transverse palmar flexion crease. The wl 
nar bursa requires three incisions (Figs. 7 ani 
8) for adequate drainage—a digital incision, 3 
palmar incision along the radial border of the 
hypothenar eminence, and an incision on the ul 
nar side of the forearm to secure drainage of the 
proximal cul-de-sac. The radial bursa (Figs. 7 
and 9) is drained by an incision along the u- 
nar side of the thumb and thenar eminence ané 
a second incision above the wrist, which reaches 
the retroflexor space. 





Incisions which cross flexion creases trans 


versely are best avoided, if at all possible. Drain-F 


age of subcutaneous abscesses on either the ve 
lar or dorsal surfaces of the finger should b 
secured through a transverse or an L-shaped 
incision, which gives good access and heals witha 





palm. 
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inimum of scar. Similarly, incision for drain- 
pge of the middle palmar space should follow the 
ine of the distal transverse flexion crease of the 
palm. Such an incision, passing as it does at 


Fig. 9. 
(a, b). 
on the dorsum, the pus is located in the sheath on the volar surface. 
opened in the thumb and above the wrist. 
found normal. 


(c, d, e). 


right angles to the nerves, blood vessels and ten- 
dons, must, of course, be made with the greatest 
care, in a bloodless field, under complete anes- 
thesia. A similar transverse incision should be 
used for the proximal cul-de-sac of the sheaths, 
and for lumbrical space and collar-button ab- 
scesses. Incisions for tenosynovitis on the finger 
must be made well to the lateral side beyond the 
ends of the transverse digital creases. With the 
finger markedly swollen and tense, as it is in 
tenosynovitis, the incision which at first appears 
to be well lateral may, upon healing, be found to 
lie almost in the midline. 

An incision which carries infectious material 
from involved to non-involved spaces may easily 
convert a minor infection into a serious major 
one or may further complicate a major infec- 


§ tion. The incision for felon, if carried too far 


proximalward, may enter the tendon sheath and 
lead to a suppurative tenosynovitis, or it may 
enter the distal interphalangeal joint and cause 
a suppurative arthritis. Incisions for subcuta- 
neous abscesses of the fingers, unless performed 
: bloodless field and made step by step with 
are of an anatomic dissection, may be car- 


minor process into a major one. The incision 
for drainage of the radial bursa in the palm 
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must pass to the ulnar side of the thumb and 
thenar eminence, and must not traverse the sub- 
stance of the intrinsic muscles. Such an incision 
affords poor drainage and leaves serious scar 





Suppurative tenosynovitis of radial bursa. 
Marked swelling of hand previous to incision. 


Although the swelling is most marked 
Radial bursa was 


The ulnar bursa was explored in the palm but 
Pure culture of staphylococcus aureus. 


Function of hand eight weeks after drainage. 


contractures as well as functional disability. 

The use of a local anesthetic may lead to se- 
rious complications and should be avoided if 
possible. A general anesthetic is indicated not 
only because the proper incision can seldom be 
performed under a local anesthetic, but also be- 
cause of the dangers of local anesthesia in in- 
fections of the hand. The local anesthetic is 
dangerous for two reasons: first because it trau- 
matizes tissues, and second because it may lead 
to extension of infection. The injection of no- 
vocain into or about an inflamed area is very 
painful to the patient, interferes with the pro- 
tective walling-off process, and may be followed 
by rapid extension of the infection. Local infil- 
tration is especially dangerous in the diffuse 
spreading infection. Curiously enough, many of 
our physician patients with acute spreading in- 
fections of the hand have had too early incision 
under a local infiltration anesthesia. Injection of 
the anesthetic agent at some distance from the 
area of infection, e.g., at the base of a finger for 
incision of a felon or paronychia, I believe is 
also unwise. We can never be sure that the tis- 
sues at the base of the finger are free of infec- 
tion, nor can we be certain that we do not carry 
bacteria into them from the surface. The injec- 
tion of novocain about the nerves and blood ves- 
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sels at the base of a finger may be followed by 
gangrene of the digit, a complication not fre- 
quently seen, but sufficiently serious to contra- 
indicate the procedure. . The ethyl chloride spray 


@iihi 


Fig. 10. 


(a, b). 
(c, d). 
(e, f). 


tissue drainage. 

has several serious contra-indications. It is un- 
satisfactory to the patient because it does not 
anesthetize, and to the surgeon because it does 
not allow the careful incision so essential to 
drainage. A more important contra-indication 
to the use of the ethyl chloride spray is the low- 
ering of the local tissue resistance which follows 
freezing. 

There is considerable disagreement among 
surgeons as to the use of drains. Much of the 
uncertainty which exists as to the indications 
for the use of drains, types of drainage material 
to be used, and length of time drains should be 
left in place probably arises from the fact that 
the pieces of gauze, rubber or glass which are 
led into abscess cavities have been called drains. 
Since they have been called drains the assump- 
tion is that they promote or provide drainage 
and otherwise favor the emptying of abscess 
cavities. It might be better if a new word were 
coined for these materials, one which would 
connote more accurately the purposes for which 
they are used, and not by implication stimulate 
their incorrect use. Drainage is secured by 
adequate incision and not by leading strips of 
gauze, rubber, or rigid tubing to the site of in- 
fection. The vaseline gauze or rubber dam put 
into the incision immediately after it is made 
helps to control oozing and keeps the edges of 
the wound apart for twenty-four or forty-eight 
hours. It serves no useful purpose in the wound 
after this period, but should be removed from 
the incision and should not be reinserted. The 
daily re-insertion of drains (Fig. 10), or the 
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leaving in of drains for days at a time leads 
considerable disturbance in healing. The draiy 
acts as a foreign body and drainage will persig 
as long as it is present. It promotes drainag 


i } Osteomyelitis and suppurative arthritis resulting from daily insertion of 
drains into a small wound of the thumb. 


Roentgenogram immediately after injury. 
Rentgenogram three weeks after injury. 
Roentgenogram three weeks after removal of drain and adequate soft 


to be sure, in the same way that a foreign body, 
such a spicule of dead bone, or a necrotic tendon, 
or a bit of suture material promotes drainage 
until it is removed. The persistent use of a drain 
also favors secondary infection and continuow 
reinfection of the wound. 

The through-and-through drain (Fig. 3) is 
a good example of a catchword which is too 
frequently accepted without critical thought. |i 
has no place in the surgery of the hand. It 
passes ruthlessly through healthy tissues, lead- 
ing to extension of infection, and, since it is 
most often used in the wrist and palm, is fre- 
quently followed by osteomyelitis of the mete 
carpus or carpus. Used on the fingers for drain- 
age of tendon sheaths, it causes necrosis ané 
sloughing of the tendon and infection of the 
bones and joints. 

The use of hard rubber or glass drains even 
for short periods of time, but especially if the 
are left in place for many days or are repeatedly 
inserted, is a dangerous practice, since they lead 
to pressure necrosis of important structures ané 
lower the local resistance of the tissues to im 
fection. 

The value of rest in tissue healing has been 
repeatedly emphasized. We have come, however, 
to associate the use of splinting and immobiliza 
tion with fractures or corrective procedures. 
Rest, splinting (Fig. 11), and proper immobil- 
ization are needed in any condition in which the 
tissues are struggling with injury or infection 
Rest is as much indicated during the acute stage 
of an infection as it is after tendon repair. | 
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one had to choose but one therapeutic agent 
from among the many at our disposal, that 
agent would be rest. An acute infection will 
often subside under rest alone, while in the 
chronic infections rest is one of our greatest 
aids. In the acute spreading infections, rest is 
the essential part of the treatment; in other 
conditions it is an invaluable aid which must 
never be forgotten. How rarely, however, do 
we see a hand splinted after incision of a middle 
palmar abscess, or a tenosynovitis; how rarely 
during the acute stage of a lymphangitis, and 
how much more rarely in the minor infections. 
Although in most instances healing will take 
place without splinting and rest, that is no 
argument against it. 

Traumatization of areas of infection lowers 
tissue resistance, favors extension of infection 
and increases the period of healing. At the time 
of operation, incision should be made as atrau- 
matically as possible; rough digital or instru- 
mental exploration of the cavity and rough re- 
traction of the wound edges should be avoided. 
Squeezing of the walls of the cavity to express 
pus, and the use of sponges roughly to wipe the 
drainage from an abscess traumatize tissues and 
break down the natural defensive reaction about 
the site of infection. 


The addition of secondary infection is a real 
danger at all times. Too often a simple infec- 
tion with a mildly virulent organism is con- 
verted into a serious mixed infection during 
dressings, or at operation. It is incorrect to 
argue that, because infection is already present, 
further contamination can do no harm. An in- 
fected area is susceptible to further infection 
and must be treated with the same aseptic pre- 
cautions that we would accord clean wounds. 
Incisions for drainage should be made aseptical- 
ly and the dressings changed with the same 
sterile technique that we use for clean wounds, 
with sterile instruments or sterile gloves, and 
the hands should not come in contact with the 
infected area, operative incision, or surround- 
ing skin. The hot wet packs should be applied 
in such a manner that they need not be changed 
for from twenty-four to thirty-six hours, should 
be applied with aseptic precautions, and should 
require only the addition of warm solution every 
few hours. Such a pack can be applied by lay- 
ing out the dressings on a sterile towel, placing 
the hand on them, and pinning the edges of the 
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towel together over the extremity. A dressing 
of this type is changed but once in twenty-four 
hours, and warm solution is added by pouring 
it between the edges of the towel. The older 


Fig. 11. Splint to hold hand in position of function during 
active stage of infection. The splint can be boiled and incor- 
porated in sterile dressings. 


method of removing the gauze every few hours, 
boiling it up and applying it by hand, is not 
only inefficient and time-consuming, but disturbs 
the immobilization and multiplies many times 
the possibilities of secondary infection. Painting 
the area at each change of dressing with anti- 
septics, or the application of antiseptic salves, is 
both unnecessary and harmful: unnecessary in 
that the antiseptics serve no useful purpose; 
harmful in that the antiseptic injures delicate 
tissues and may even prolong the infection 
rather than shorten it. Too often the antiseptic 
is used to assuage our consciences for ignoring 
asepsis. The salves applied are frequently not 
sterile, block drainage, and interfere with the 
proper cleansing of the wound. 

It is often surprising how quickly an infection 
which has persisted for weeks will subside with 
simple aseptic care, gentleness in changing dress- 
ings, and ordinary cleanliness. When an in- 
fection does not subside we must first eliminate 
the factor of continuous secondary contamina- 
tion before other causes can be blamed. That 
many infections subside even when asepsis is 
ignored, speaks for the natural resistive powers 
of the tissues and not in favor of careless dress- 
ings. 

Much harm may be done by radical attacks 
on areas of osteomyelitis of the bones of the 
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hand. The clue to the treatment, as pointed out 
by Koch, lies in the fact that osteomyelitis of 
the hand is secondary to soft tissue infection or 
injury; the bone forms part of the wall of the 
abscess. The soft tissues over the area of 
osteomyelitis must be drained, but the bone it- 
self left alone. It is an error to scrape, curette 
or chisel into the infected bone; such practice 
only carries infection deeper into non-involved 
bone and leads to extension of the process rather 
than to its subsidence. The natural tissue pro- 
cesses will separate the necrotic from the living 
bone more efficiently and safely than can the 
surgeon. Neither the surgeon’s eye nor the x-ray 
can differentiate between normal and infected 
bone. It is often surprising how bones and joints, 
which the roentgenologist reports to be. badly: in- 
fected and necrotic, gradually clear- up under 
conservative management. It is alarming'to watch 
the rapid progression of infection through a finger 
in which every suspected area of osteomyelitis 
is attacked with chisel and curette, often on the 
barest of evidence. In the presence of osteomye- 
litis the surgeon should secure adequate drainage 
of the soft tissues (Fig. 10); necrotic. bone, if 
separated, may be gently lifted out, but under 
no circumstances should, the bone be attacked 
with the idea of removing infected areas. 


Elevation of the extremity during the acute 
stage is undoubtedly of value. When the patient 
is in bed the hand should be: placed on. pillows 
at about the level of the heart. This improves 
the circulation, discourages the development of 
edema, and is a more comfortable position than 
dependency. After the patient is up and about 
it is sometimes advantageous to keep the hand 
in a sling for a week or so, to favor local circu- 
lation, discourage edema and insure restricted 
use. 


During the acute stage of the infection, fluids 
should be administered in amounts sufficient to 
maintain a good urinary output, because of the 
increased loss due to toxemia. In the minor in- 
fections without much toxemia, this may not be 
so important; in the major infections, however, 
especially in the acute spreading processes, the 
toxic absorption may almost overwhelm the pa- 
tient and-here fluids are of vital importance. 
Just how much should be given to a patient, and 
how these fluids act when administered in 
amounts beyond those necessary for the ordi- 
nary requirements of perspiration, pulmonary 
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evaporation and urinary secretion, are questions 
which are still unsettled. The work of Colle; 
and his associates, of Michigan, is doing a grea 
deal to clear up this situation. It is our practice 
to administer a minimum of 4,000 c.c. of water g 
day, preferably by mouth or rectum, and, only 
under exceptional circumstances, subcutaneously 
or intravenously. It is sometimes surprising to 
watch the urine clear of casts and albumen, and 
the toxic symptoms subside when fluids haye 
been properly given. It is not enough merely to 
order the pushing of fluids—the amount must be 
specified and an accurate record kept of the in. 
take and output, otherwise the patient is sure to 
get less than the desired amount. 

The maintenance or restoration of function 
of the hand is the third essential to successful 
management of an infection. , While an. under- 
standing of the anatomy is essential to the intel- 
ligent management of infections, equally as im- 
portant is an appreciation of the motor and sen- 
sory, functions of the hand. The surgeon must 
constantly remind himself that his goal is the 
restoration of function and that function must 
not be sacrificed in efforts to bring an infection 
under control. The position in which the hand 
is kept, the incisions which are made, the. length 
of time absolute immobilization is maintained, 
must be dominated by this conception. No 
amount of surgical skill can restore the func- 
tional loss which may follow a single thoughtless 
or delayed incision. Months of patient work, 
tension splinting, and physical therapy may be 
required to undo the contractures and deformi- 
ties which may follow if the hand is allowed to 
assume a vicious position during a prolonged in- 
fection. 

The difficulties of functional maintenance and 
restoration are due to the tremendous functional 
capacity and complexity of the hand. The hand 
is an important motor and sensory organ, and 
the slightest motor disability or sensory loss may 
occasion considerable functional disturbance. 
Despite the complexity of the motor acts of the 
hand, however, it is possible to reduce all of 
them to combinations of rather simple motions. 
Without going into these motions in detail, suf- 
fice it to say that they are flexion, extension, ab- 
duction and adduction of the fingers, thumb, 
and wrist; rotation of the thumb, and supination 
and pronation of the forearm. An appreciation 
of these simple components of the complicated 
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movements is of considerable help in the func- 
tional care of the infected hand. 


Besides being our most important motor or- 
gan, the hand is our most important peripheral 
sense organ; a large share of our knowledge of 
the outside world comes to us through our 
hands. Preservation of this sensation in its en- 


tirety is of the greatest importance. 


Neglect to keep the hand in the position of 
function may not be of very serious import in 
the minor and rather brief infections; how- 
ever, in the major infections the position of 
function must be strictly maintained from the 
start, and the hand must not be permitted to as- 
sume vicious positions in which any function is 
almost impossible, and from which functional 
recovery is very difficult. The positions which 
the unsupported hand assumes (Figs. 3 and 4) 
are either the flat pancake hand, which follows 
splinting on a flat board, or the claw hand, re- 
sembling not a little the hand of ulnar paralysis, 
with hyperextension of the metacarpophalangeal 
joints, flexion of the interphalangeal joints, and 
often flexion of the wrist. If the hand is going 
to be stiff, it is imperative that it be in a position 
in which, with a minimum of motion, the max- 
imum of use is obtained. The position of func- 
tion (Fig. 11) so stressed by Kanavel is the 
position of grasping, and is not the position of 
rest described by the anatomists. Starting with 
the hand in the position of function, the physical 
therapist can accomplish a great deal and repar- 
ative procedures are more easily accomplished. 

Failure to start active motion sufficiently early 
after the acute process has subsided may be ac- 
countable for considerable disability. As soon as 
drainage has been secured and the infection is 
subsiding, those fingers not directly affected 
should be actively or passively moved each day. 


This motion must not be overdone; once a day 
at the first is sufficient. It is only necessary that 
each joint not directly involved be put through 
its full motion once every twenty-four hours for 
it to maintain its mobility. In the neglected hand 
infection, it may be necessary to move the joints 
passively, and when this is done one can often 
hear the fibrinous adhesions about the joints 
crack as they suddenly give way. This motion 
must be done cautiously, of course, and must not 
be done in the presence of acute infection. It is 
possibly better to err on the side of conservatism 
and allow the hand to remain immobile too long 
than to start motion too early; however, when 
but one finger ‘is involved and the process is 
subsiding well without complications, there is 
no excuse for allowing the remaining fingers to 
become ankylosed. 

The use of post-infection and postoperative 
traction splinting, and of physical therapy, is 
indicated mainly in instances in which a severely 
crippling infection has left the hand very stiff, or 
in which early motion has been neglected. Here 
tension splinting and correctly administered 
physical therapy may restore function which 
would otherwise be lost. This restoration of 
function in a hand contracted by fibrous ad- 
hesions, tendon shortening and indurated scars 
must of necessity be a slow, gradual and labori- 
ous process. It can seldom be hastened by the 
forceful extension of joints, since such practices 
often lead to tearing rather than stretching, and 
the subsequent scar formation rapidly re-estab- 
lishes the original contracture, often worse than 
it was before. The ‘tension splinting should 
slowly stretch and not forcefully tear adhesions 
and contracted tendons. The physical therapist 
must depend upon the simple measures of heat, 
motion and massage, not upon fancy and im- 
pressive gadgets. 
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CLINICAL SYNDROMES RESULTING FROM THE OVERFUNCTION AND 
THE UNDERFUNCTION OF SOME OF THE ENDOCRINE GLANDS* 


EDWARD H. RYNEARSON, M.D. 


Rochester, Minnesota 


AM well aware of the futility of attempting 
I a detailed discussion of such an enormous 
subject. Perhaps it is foolhardy to attempt even 
a brief résumé of this field but the attempt is 
being made with the hope that this paper may 
interest some who have become confused in 
trying to read the voluminous literature. Few 
direct references will be made to this literature 
for to do so would defeat the purpose of this 
paper. Neither will there be a discussion of all 
of the endocrine glands. This paper, then, will 
consider briefly those syndromes resulting from 
the overfunction or underfunction of certain of 
the endocrine glands. 


The Pituitary Body 


The pituitary body is composed of at least 
three parts: the anterior, the posterior, and the 
intermediate lobes. The posterior lobe is con- 
sidered first because it is the best understood. 
There are at least two hormones of the posterior 
lobe: One, pitocin, has an oxytocic action and is 
responsible for the contraction of the uterus. 
The other, pitressin, a pressor fraction, affects 
the cardiovascular, renal, respiratory, and intes- 
tinal systems. It is the pressor fraction which 
renders solution of posterior pituitary effective 
in the treatment of diabetes insipidus, a condition 
in which the pressor fraction seemingly is absent. 
This statement may be debatable since the patho- 
logic basis for the occurrence of diabetes in- 
sipidus is poorly understood. However, there 
can be no doubt that in most cases of diabetes 
insipidus the patients respond promptly to the 
administration of the pressor fraction. Follow- 
ing this discovery it was learned that in many 
cases diabetes insipidus can be controlled with- 
out the necessity of administering the solution 
of posterior pituitary by hypodermic injections 
but by insufflating small amounts of powdered 
posterior pituitary. Small amounts are snuffed 
or blown into the nares; the patient learns by 
experience the optimal amount of the powder 

*From the Division of Medicine, The Mayo Clinic, Rochester, 


Minnesota. Read before the annual meeting of the Minnesota 
State Medical Association, Saint Paul, Minnesota, May 3, 1937. 
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and the necessary frequency of administration, 
In most cases the condition is well controlled by 
two insufflations a day. There are some cases 
of diabetes insipidus in which the condition can 
be controlled by the oral administration of am- 
inopyrine; one tablet, which contains 5 grains 
(0.3 gm.) of the drug, should be taken two or 
three times daily. Finally, it should be added 
that not every patient who drinks large amounts 
of water and passes large amounts of urine has 
diabetes insipidus. This condition is very fre. 
quent among nervous or psychoneurotic individ- 
uals. The diagnosis can be made very easily by 
having the patient collect a specimen of urine in 
the morning, after he has not drunk any fluids 
since dinner the previous evening. If diabetes 
insipidus is present the specific gravity of the 
urine will be low, probably below 1.006, since 
patients who have this disease have lost the abil- 
ity to concentrate urine. If the specific gravity is 
more than 1.010, the patient is not suffering from 
diabetes insipidus. The patient obviously must 
not know the reason for this collection of urine, 
since a dishonest patient could easily spoil the 
test. 


It is difficult to discuss the anterior lobe oi 
the pituitary body because its functions are 
complicated and little is definitely known about 
them. There are many known and suspected 
hormones: the two which are gonadotropic 
(one follicle-stimulating, the other luteinizing in 
character), the somatotropic (growth) hormone, 
the thyrotropic hormone, possibly a parathyro- 
tropic hormone, the mammatropic (lactogenic) 
hormone, the interrenotropic hormone, and those 
hormones concerned with the metabolism of car- 
bohydrate, protein, fat, and water. Much work 
has been done on these and other less well de- 
fined hormones and much of great importance 
to the broad field of medicine lies in their eluci- 
dation. With the exception of the gonadotropic 
hormones, none of these hormones is suitable 
for routine administration to patients. The clin- 
ical reports of the use of the gonadotropic hor- 
mones are confusing. 
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From a purely clinical point of view physicians 
may be interested in at least four well defined 
conditions. One is Froélich’s syndrome, which is 
due to a deficiency of the secretion of the an- 
terior lobe of the pituitary body, secondary to a 
tumor of the chromophobe cells. Replacement 
therapy has been tried in this condition but the 
results have not been conclusive. The second 
condition is acromegaly, which is caused by a 
tumor of the eosinophilic cells of the anterior 
lobe of the pituitary body. It is too early to say 
whether the administration of an estrogenic 
product will help this condition. Surgical re- 
moval of the offending gland is advocated only 
when the patient’s vision is affected. The third 
condition, which was originally described by 
Cushing, is the result of a tumor or hyperplasia 
of the basophilic cells of the anterior lobe of the 
pituitary body. This condition produces hirsut- 
ism, abnormal deposits of fat, hypertension, gly- 
cosuria, hyperglycemia, an elevation of the basal 
metabolic rate, purplish strie of the skin, osteo- 
porosis of the bones, amenorrhea, and other 
changes. This syndrome is also produced by 
tumors of the suprarenal cortex and by certain 
ovarian tumors (granulosa cell tumors). Pa- 
tients who have had pituitary basophilism (Cush- 
ing’s syndrome) have improved following the 
application of roentgen therapy to the region of 
the pituitary body. 

Finally, there is the syndrome described by 
Simmonds, that is, pituitary cachexia, in which 
there are evidences of the lack of all pituitary 
hormones. This condition is so rare that little 
is known about it. There are only a few cases 
in the literature which could be termed proved 
cases; the great majority of cases listed as 
Simmonds’ disease are so designated on in- 
complete evidence. For example, many of the 
patients were suffering from anorexia nervosa. 
In some cases improvement has been noted fol- 
lowing treatment with glandular products. 

The intermediate lobe of the pituitary body 
is least understood. It has important neural con- 
nections and there are those who believe it se- 
cretes hormones which are credited to the an- 
terior and posterior lobes. Most investigators 
agree that it is solely responsible for one hor- 
mone, the chromatophoric hormone, which af- 
fects the skin. Its effect is determined by in- 
jection into a minnow (Phoxinus levis) and 
by observing the red color at the point of attach- 


Aucust, 1937 


ment of the fin. This hormone also has been 
reported to have an antidiuretic effect. 


The Suprarenal Glands 


A discussion of these important small glands 
must be divided into separate considerations of 
their anatomic divisions, the cortex and the 
medulla. The suprarenal cortex has received 
merited attention since the classic description by 
Addison of the syndrome which follows its 
destruction. Addison’s disease is sufficiently well 
known that | shall not describe its symptoms. 
Only a few years ago it rightfully carried a fatal 
prognosis but in recent years our knowledge has 
increased until many patients who have Ad- 
dison’s disease are able to lead useful lives. 
This does not mean that many patients do not 
die from its effect or that the treatment is com- 
parable to the success attending the treatment 
of diabetes but rather that encouraging advances 
have been made. A few years ago efforts were 
made to treat this condition with epinephrine, a 
method which was wrong in theory: The re- 
sults were poor because the patient did not suf- 
fer from a lack of epinephrine but from a lack 
of cortical extract. Advancement in our knowl- 
edge came from two sources: the separation of 
the active principle of the suprarenal cortex and 
the discovery of the importance of maintaining 
a proper balance of the blood electrolytes. There 
has been a more recent development which in- 
volves the electrolyte balance. It has been learned 
that potassium is a “poison” to patients who are 
suffering from Addison’s disease. Thus, the 
treatment of Addison’s disease consists, first, in 
feeding the patient a diet low in potassium; 
second, in prescribing the addition of at least 10 
gm. of salt and 5 gm. of sodium citrate or so- 
dium bicarbonate daily ; and, third, in administer- 
ing cortical extract subcutaneously or intrave- 
nously when it is necessary. It is encouraging to 
Know that many patients do not require the ad- 
ministration of this expensive extract except 
during an acute crisis. When a patient is suffer- 
ing from an acute crisis of Addison’s disease 
the value for the serum potassium increases, 
that for the serum sodium decreases, the blood 
urea increases, and the values for the chlorides 
and carbon dioxide combining power of the 
plasma decrease. These and other chemical 
changes return to normal when adequate 
amounts of sodium chloride and sodium citrate 
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or sodium bicarbonate are injected intravenous- 
ly together with 50 or 100 c.c. of potent cortical 
extract. 


An entirely different clinical syndrome is pro- 
duced by a tumor of the suprarenal cortex. This 
syndrome is identical with the symptoms pre- 
viously described as pituitary basophilism (Cush- 
ing’s syndrome), which will not be repeated here. 
An impressive number of cures have been re- 
ported to follow the surgical excision of these 
tumors. 


A discussion of the suprarenal medulla is 
difficult because there is no known clinical syn- 
drome which is recognized as being caused by 
a lack of suprarenal medulla, and cases in which 
a tumor occurs in this portion of the gland are 
very rare. .When such tumors do occur they 
produce a condition called “paroxysmal hyper- 
tension,” in which the patient has sudden epi- 
sodes of vasomotor symptoms associated with 
rapid and extreme rises in the blood pressure 
due to the sudden expulsion of large amounts 
of epinephrine. The patient is normal between 
these attacks. Cure follows the removal of the 
tumor. ; 


The Thyroid Gland 


Our knowledge of this gland has been so 
thoroughly disseminated that a few academic 
remarks would serve no useful purpose. The 
signs and symptoms of hyperthyroidism are 
too well known to bear repeating. While I am 
not a surgeon, I would like to make one remark. 
“The medical treatment of hyperthyroidism,” 
which is so often referred to, should rarely be 
attempted. If hyperthyroidism is present the 
patient should be prepared for operation by the 
preoperative administration of compound solu- 
tion of iodine (Lugol’s solution) and thyroidec- 
tomy should be performed. This program has 
produced excellent results with a mortality of 
less than 1 per cent. The deaths which occur at 
present are usually in cases in which the hyper- 
thyroidism has been unrecognized until too late 
or in cases in which the hyperthyroidism has 
been allowed to progress for long periods while 
“medical treatment” was employed. This state- 
ment is worded strongly for the purpose of 
emphasis and doubtless should receive qualifica- 
tion. I will go further, however, and say that I 
believe every adenomatous goiter should be re- 


moved, even a “benign” one which is not pro- 
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ducing hyperfunction. Carcinoma of the thyroi 
gland practically always occurs in an adenoma 
and never in the hyperplastic gland which jg 
typical of exophthalmic goiter. It is most dis. 
tressing to find an inoperable carcinoma of the 
thyroid gland in a mother of three growing chil. 
dren and to learn that she had’ been advised 
several years before to “let that goiter alone: 
it’s not bothering you so don’t bother it.” The 
place for the medical treatment of goiters js 
principally in the prevention and treatment of 
the simple colloid goiters of adolescence, in the 
proper diagnosis, and in the preoperative and 
postoperative care of patients suffering from 
hyperthyroidism. At least a third of all “be. 
nign” adenomas produce hyperfunction sooner 
or later and often cause severe damage before 
the hyperfunction is recognized. How much bet- 
ter it would be if all adenomas could be removed 
while they are still “benign’’! 

Hypothyroidism is caused by a deficiency of 
thyroid secretion. In its more severe form it 
produces the characteristic picture of myxedema. 
Patients who are suffering from myxedema pre- 
sent the typical changes in facies and bodily con- 
tour and a dry pale or waxy skin; the hair is 
dry and diminishing, the speech is slow, the 
memory is defective, lassitude and intolerance 
to cold are present, the reflexes are slowed, and 
other symptoms may be present. The basal 
metabolic rate is very low; it sometimes is be- 
tween —30 and —40 per cent. Such patients re- 
spond uniformly well when they receive ade- 
quate amounts of thyroid extract. The average 
patient may safely receive 4 grains (0.24 gm.) 
of desiccated thyroid daily for several days. The 
physician should then determine the optimal 
amount required to keep the patient’s metabolic 
rate between —10 and 0. From 1 to 2 grains 
(0.065 to 0.12 gm.) of desiccated thyroid is the 
usual amount required. There are numberless 
patients who have low basal metabolic rates with- 
out myxedema. These patients often do not 
respond even when large amounts of thyroid ex- 
tract are prescribed and probably do not have 
true deficiency of the secretion of the thyroid 
gland. In other words, I believe that the low 
basal metabolic rate found in such cases is a 
part of the clinical picture, rather than a cause 
of it. Berkman recently has reviewed our knowl- 
edge of this entire field. 
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The Parathyroid Gland 


These small glands, which lie behind the thy- 
roid gland, play a most important role in the 
metabolism of calcium. Syndromes result both 
from the hypofunction and hyperfunction of 
these glands. 

Cases of spontaneous hypofunction are ex- 
tremely rare. In most cases this condition fol- 
lows the accidental injury to or removal of the 
parathyroid glands in the ‘course of resection of 
the thyroid gland. If the parathyroid glands 
have suffered only temporary injury their func- 
tion returns and the symptoms of hypoparathy- 
roidism are not permanent. These symptoms are 
those associated with a low value for the serum 
calcium and are manifested when this value falls 
below 8 mg. per 100 c.c. The earliest symptom 
is numbness, which usually is noticed as a 
prickling or tingling sensation of the lips and 
hands. Later, there are signs of muscular ir- 
ritability and spasticity, Chvostek’s and Trous- 
seau’s Signs are positive, and carpopedal spasms 
may occur. One patient, a nun, had suffered 
from hypoparathyroidism for twenty-three years. 
She had undergone operations for the removal 
of bilateral cataracts which had developed as 


the result of the hypoparathyroidism. During 
all these years she had been troubled with 
muscle cramps and generalized convulsions final- 
ly developed. Her major complaint was an 
extremely loud stridor, a complaint which was 


shared by the other nuns. With each breath, 
day and night for twenty-three years, there had 
been this loud and alarming noise. Examina- 
tion of the larynx disclosed a fixation of both 
vocal cords, which was secondary to the acciden- 
tal section of both recurrent laryngeal nerves 
at the time of operation. Chvostek’s and Trous- 
seau’s signs were positive, typical changes. were 
present in the nails, and a diagnosis of hypopara- 
thyroidism was made. The value for the calcium 
was found to be 5.0 mg. per 100 c.c.-of serum. 
She was advised to take a level teaspoonful of 
powdered calcium lactate (approximately 2 gm.) 
dissolved in water eight times daily and two 
teaspoonfuls of cod liver oil (approximately 7 
c.c.) three times daily. “Within a few days all 
symptoms disappeared and have never returned. 
Parathyroid extract, which first was isolated by 
Dr. Adolph Hanson, Faribault, could have been 
used effectively, but it is almost never necessary 
to use it, as the cheaper method which has been 
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described is just as effective and there is not the 
potential danger of overdosage which exists 
when the extract is used.: In the treatment of 
acute parathyroid insufficiency a teaspoonful (2 
gm.) of calcium lactate should be administered 
in solution every half hour until the symptoms 
are controlled. The use of cod liver oil, as 
described previously, is of importance because of 
the value of vitamin D in calcium metabolism. 


It should be added that hypocalcemia is caused 
by conditions other than hypoparathyroidism ; it 
may follow the loss of free hydrochloric acid 
in prolonged vomiting, it may follow hysterical 
hyperventilation, or it may occur during preg- 
nancy and lactation. 


Hyperparathyroidism 


This disease is also known as osteitis fibrosa 
cystica or von Recklinghatisen’s disease. It has 
as its basic cause the overproduction of the para- 
thyroid hormone, which seriously’ disturbs the 
metabolism of calcium. Calcium is “pulled out” 
of the bones. This causes’ the cystic changes, 
which are typical of the disease, and produces a 
great increase in the amount of calcium in the 
serum. In hypoparathyroidism with tetany, the 
value for the serum calcium is usually less 
than 8 mg. per 100 c.c., that for the serum phos- 
phorus is more than 5 mg. per 100 c.c., and that 
for the phosphates is less than 5 mg. per 100'c.c. 
of serum. In hyperparathyroidism the opposite 
findings are present, and the value for the cal- 
cium often is 15 mg. or more per 100 c.c. of 
serum. Because of the cystic changes, the bones 
are weakened and are often tender. As a result 
of the weakening the bones fracture easily and 
the vertebre are compressed so that an afflicted 
individual may decrease several inches in height. 
Muscular atony is present—the antithesis of the 
muscular irritability which occurs in hypopara- 
thyroidism. There is often loss of appetite, loss 
of weight, constipation, abdominal pain, hypo- 


* chromic anemia and urinary syniptoms. The uri- 


nary symptoms, such as polyuria, are caused by 
the increased excretion of calcium. The salts 
of calcium often are precipitated in the urine and 
urinary calculi are formed. 

In the presence of such symptoms and find- 
ings, a tumor of the parathyroid glands should 
be suspected. Sometimes, a tumor can be pal- 
pated in such cases, but even if none can be felt, 
exploratory operation should be performed by a 
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competent surgeon; if a tumor is found and re- 
moved, the patient will be cured. Following the 
removal of such a tumor, a temporary compen- 
satory reaction takes place and the value for 
the serum calcium drops to a level where tetany 
occurs. This requires the administration of cal- 
cium and vitamin D for a few days. Wilder and 
Howell have called attention to the fact that 
the largest percentage of tumors of the para- 
thyroid glands occur in communities in which 
there is little sunlight and have suggested that 
the tumors may be an effort on the part of the 
patient to compensate for a diminished supply of 
vitamin D. 


Unfortunately, the literature contains many 
diagnoses of hyperparathyroidism which are er- 
roneous. In many cases of senile osteoporosis, 
hypertrophic arthritis, osteitis deformans and 
multiple myeloma the condition has been diag- 
nosed erroneously as hyperparathyroidism. The 
diagnosis of hyperparathyroidism should be re- 
served for those cases in which there are the 
typical findings which previously have been men- 
tioned. 


The Pancreas 


Recent study is casting doubt on the generally 
accepted fact that diabetes mellitus is always 
caused by a deficiency of insulin. It is being 
pointed out that carbohydrate metabolism is a 
very complicated procedure in which the pitu- 
itary body, pancreas, suprarenal glands, liver 
and muscle all have important rdles and that 
there are many places in this complicated mech- 
anism where a disturbance might cause hyper- 
glycemia with its attendant symptoms. How- 
ever, for the purposes of treatment, one must 
continue to rely upon the hormone of the pan- 
creas, insulin. In Minnesota, we are proud of 
the strides being made in the control of this 
disease. As a result of the help offered by the 
committee on diabetes in publishing “Diabetes, 
how to make it harmless,” there has been an 
encouraging decrease in the mortality. He who 
will successfully treat diabetes must have a com- 
plete understanding of the dietary needs of the 
patient, must understand the use of insulin and 
must, above all, know how to care for the 
complications of the disease. 


Spontaneous hypoglycemia is much more rare 
than diabetes. Just as there may be many causes 
of hyperglycemia there also are many causes of 
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hypoglycemia. The one originally described by 
Seale Harris is hyperinsulinism, in which an ex. 
cessive amount of insulin is produced by a tumor 
of the islands of Langerhans. The symptoms of 
spontaneous hypoglycemia are those which are 
commonly seen in an insulin reaction and vary 
from the milder symptoms of weakness, appre- 
hension and sweating to generalized convul- 
sions and prolonged periods of unconsciousness, 
They occur some time after food is eaten, are 
made worse by physical exertion, and are 
promptly relieved by the ingestion of food, the 
administration of dextrose or the injection of 
epinephrine. Unfortunately not all patients af- 
flicted with spontaneous hypoglycemia have hy- 
perinsulinsim. A patient who has such severe 
symptoms should undergo an abdominal explo- 
ration, as the removal of a tumor of the island 
cells will cure him. Other patients may have 
spontaneous hypoglycemia from other causes, 
such as severe disease of the liver, but these 
patients will not be helped by operation. In the 
present state of incomplete knowledge such pa- 
tients are doomed to a life of frequent feedings, 
for only by this means can the value for the 
blood sugar be sustained at a normal level. It 
should be added that many nervous individuals 
feel better by eating between meals and many 
of them do have a slight lowering of the blood 
sugar in the morning. However, they should 
not be included in the literature as suffering 
from “hyperinsulinism” as their hypoglycemia 
is relatively mild and is probably a part of their 
syndrome rather than the cause of it. 

Another important form of hypoglycemia is 
that which occurs in the infants of diabetic moth- 
ers. One theory is that the fetal pancreas at- 
tempts to compensate for the mother’s lack of 
insulin and produces sufficient insulin to aid in 
controlling the mother’s diabetes. When sepa- 
rated from its diabetic environment, the child’s 
pancreas continues to produce large amounts of 
insulin, which depress the value for the blood 
sugar to hypoglycemic levels, with the produc- 
tion of cyanosis, convulsions and sometimes 
death. The treatment of such patients was sug- 
gested by Wilder and has been recorded by 
Randall and me. It consists of proper prenatal 
care, delivery usually by cesarean section, and 
the frequent administration of dextrose by mouth 
and intramuscularly. 
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The Sex Glands 


There is no room in this cursory and general- 
ized discussion for adequate mention of the 
sex glands. They require a separate discussion 
of an exhaustive type. Thousands of articles 
have been written on their endocrine relation- 
ships and it is still impossible to draw any con- 
clusions. It may be said that great promise lies 
in the elucidation of recent discoveries and their 
careful clinical application. Dihydrotheelin al- 
ready has proved its value in the treatment of 
certain symptoms of the menopause and in the 
treatment of gonorrheal vaginitis in children. 
Products of corpus luteum are of importance in 
certain cases of habitual abortion, dysmenorrhea 
of the “crampy” type, and in facilitating con- 
ception in certain cases. There continues to be 
great confusion in distinguishing between the 
results following the use of true gonadotropic 
hormones and those hormones obtained from 
urine. In spite of the results reported in such 
cases as those of undescended testes, it may be 
said that our knowledge in this field remains 
most incomplete. The same may be said of the 
hormones of the male sex glands, although re- 
markable gains have been made in the chemical 
analysis and synthesis of such products and 
some fascinating results have been reported fol- 
lowing their clinical use. 

Only those workers engaged in fundamental 
laboratory studies and only those clinicians with 
every facility for careful study should engage in 
this type of treatment. In too many instances 
questionable substances are being injected in- 
to unquestioning patients. Certainly clinicians 
should use only those products which have been 
released by well-established pharmaceutical and 
biological laboratories. 


The most important clinical syndrome result- 
ing from the overfunction of the sex glands is 
that produced by an arrhenoblastoma of the 
ovary, in which many of the symptoms described 
in the discussion of Cushing’s syndrome (pitu- 
itary basophilism) are present. In other words, 
it is often difficult to distinguish between Cush- 
ing’s syndrome, a tumor of the suprarenal cor- 
tex or an arrhenoblastoma of the ovary. If the 
last-named condition is present, the surgical re- 
moval of the tumor will cure the patient. The 
symptoms of overfunction of the male sex glands 
are not so definite but palpation of the tumor is 
diagnostic. The symptoms of underfunction of 
the sex glands are too well known to be re- 
corded here. 

Summary 

The purpose of this discussion has been to 
demarcate the well-established clinical entities, 
arising from the overfunction or underfunction 
of the endocrine glands, from the heterogeneous 
maze of borderline abnormalities and physiologic 
and constitutional variants which are so fre- 
quently diagnosed as “polyglandular disease” 
and “endocrine imbalance.” These ill-defined 
and poorly understood conditions may have as 


their basis a disturbance of the endocrine glands, 
but present evidence does not justify this con- 


clusion. Progress of good medicine will be 
hastened if we frankly admit our limitations of 
knowledge. 
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THE TREATMENT OF EMPYEMA* 


THOMAS J. KINSELLA, M.D. 


Minneapolis, Minnesota 


— thoracis, pyothorax or suppura- 

tive pleuritis is a condition which has been 
recognized and variously treated almost from 
time immemorial. The Hippocratic school im 
the fourth century B.C. apparently recognized 
pyothorax and pyopneumothorax with its accom- 
panying “Hippocratic succussion splash” and 
instituted drainage, even recommending the in- 
jection of air into the pleural cavity to facilitate 
drainage.** 

Paul of AZgina* (625 to 690 A.D.) mentioned 
paracentesis but apparently stopped short of 
opening the chest for empyema. Lanfranchi‘ 
of Milan in his Chirurgia Magna published in 
1296 mentions operations for empyema. An- 
dreas Vesalius* in 1562 successfully operated 
upon Carlos of Aragon for empyema and later 
reported two other successful operations. Pur- 
mann‘ in 1692 advised incision of the chest for 
this condition. The ancient Japanese, and like- 
wise the Indians of the Great Lake region, are 
said to have incised for the drainage of purulent 
accumulations in the chest and yet in 1835 Du- 
puytren,’* the famous French surgeon, allowed 
himself to die of empyema rather than submit to 
operation, stating, “that he would rather die at 
the hands of God than at the hands of the sur- 
geon.” Thus we see that in the treatment of 
this condition, as in many others in thoracic sur- 
gery, procedures have been used, forgotten, and 
re-discovered even repeatedly before reaching 
their present stage. 

The past twenty-five years have added much 
to the literature and likewise considerable to our 
knowledge of this condition and its proper treat- 
ment. That much still remained to be learned 
was all too forcefully demonstrated by the ap- 
palling mortality among the empyema patients 
during the influenza epidemic of the World War 
period where the streptococcic empyemas pre- 
sented many problems not previously encoun- 
tered in civil practice. The information ob- 
tained from this experience, particularly from 
the reports of the Empyema Commission and the 


*Read before the annual meeting of the Minnesota State 
Medical Society, Saint Paul, Minnesota, May 3, 1937. From 
the Department of Surgery, Glen Lake Sanatorium, Minneapolis 
General Hospital and the University of Minnesota. 
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monograph of Evarts Graham,* combined wii} 
a better understanding of the physiology of th 
chest, has done much to improve the handling 
of cases of thoracic suppuration. More recent) 
a rather voluminous literature has appeared ey. 
tolling the virtues of some particular method of 
treatment, frequently more or less complicated, 
greatly confusing the mind of the practitione 
not intimately in touch with this particular field 
in spite of the conservative stabilizing influence 
of such men as Hedblom,’® Graham,® Harring. 
ton’ and others of wide experience in thorack 
surgery. This presentation is made not in a 
attempt to add anything new to this field bu 
rather in the hope that a brief discussion from 
the standpoint of the mechanical and physiolog. 
ical principles involved may aid in clearing w 
certain moot points. 


Causes of Empyema Thoracis 


As empyema develops almost invariably as a 
secondary complication of some other process 


and as its proper treatment involves early recog- 
nition, a brief listing of the conditions which 
may lead to empyema is warranted. The fol- 
lowing may be named, not necessarily in the 
order of their relative frequency or importance: 
Pneumococcic pneumonia 
Other types of pneumonia 
Infectious diseases 
Influenza 
Scarlet fever 
Measles 
Typhoid fever 
Tonsillitis 
Bronchiectasis 
Pulmonary abscess 
Pulmonary infarct 
Pulmonary tuberculosis 
Pericarditis 
Diseases of the mediastinum 
Diseases of the liver 
Perforating wounds of the chest 
Diseases of the abdomen including subphrenic ab- 
scess 
Perinephritic abscess 
Patients suffering from any of the above con- 
ditions, who present the suspicion of some com- 
plication, should be carefully watched for the 
possible development of empyema. 
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Etiology 


The organisms encountered in patients suf- 
fering from empyema vary rather widely from 
year to year and with the various epidemics 
which occur. They include pneumococci of all 
types, streptococci both hemolytic and non-hemo- 
lytic, staphylococci and occasionally a combina- 
tion ot several organisms. Patients who have 
bronchial fistula usually present more than one 
organism in various combinations of great com- 
plexity reaching a maximum in the putrid empy- 
emas where myriads of putrefactive organisms 
overshadow the original offender. The tubercle 
bacillus must not be overlooked as the causative 
factor in any empyema, particularly one which 
is in any way atypical or which does not respond 
readily to ordinary treatment. One should not 
forget that a Gram-positive bacillus may be the 
tubercle bacillus. When no organisms are found 
either on smear or culture, tuberculosis or ma- 
lignancy should be suspected and an intensive 
search made until one of these or some other 
etiological agent can be definitely determined. 
It is likewise well to remember that the tubercle 
bacillus may be easily overgrown by a secondary 
invader and the character of the process not 
suspected until it fails to respond to ordinary 
methods of treatment. A knowledge of the or- 
ganisms causing the empyema is essential if we 
are to know what to expect from the process 
and how to avail ourselves of any possible spe- 
cific measures against the particular organism. 
The use of specific pneumococcic serum against 
the proper types of pneumococci is of course to 
be highly recommended as early as possible in 
pneumonia and apparently reduces the incidence 
of complications. The use of the more recently 
introduced Sulfanilamide in patients presenting 
hemolytic streptococci may be well worth the 
effort. Certain dyes such as acriflavine or gen- 
tian violet may likewise prove of benefit in a 
staphylococcic infection. The importance of 
avoiding open drainage and the introduction of 
secondary infection in the presence of tuber- 
culous empyema cannot be too strongly stressed. 


Mortality 


It has been thoroughly demonstrated on nu- 
merous occasions, particularly by the excellent 
published reports of Huer,’* Graham,® Brene- 
man*® and others, that barring certain mechan- 
ical factors introduced into the picture by our 
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treatment, ill advised or otherwise, the mortality 
associated with empyema is usually not the re- 
sult of the empyema itself, but of the association 
of various complications by the organisms which 
are producing the pleural abscess, and that a 
high mortality is frequently noted in association 
with streptococcic infections. We have likewise 
been shown that this mortality varies from year 
to year and in different epidemics. Failure to 
recognize these facts has led to many erroneous 
conclusions as to the relative importance or un- 
importance of various technical maneuvers and 
different types of treatment over short periods 
of time. 


Principles of Treatment of Empyema 


Certain fundamental principles underlying the 
proper treatment of empyema have been recog- 
nized for years and are here listed as they have 
been published elsewhere repeatedly : 


1. Adequate drainage of the pleural abscess. 


2. Avoidance of early open pneumothorax before 
the formation of adhesions or exudate has stiff- 
ened the mediastinum and fixed the lung to the 
chest wall, isolating a local abscess pocket. 

. Rapid sterilization and 
scess cavity. 


obliteration of the ab- 


. Maintenance of the proper nutrition of the pa- 
tient. 


5. Avoidance of chronic empyema. 


If these principles are followed, the particular 
method employed becomes of secondary impor- 
tance. It is well to remember that no case of 
empyema is cured until the pleural cavity is 
completely obliterated. 


Types of Treatment 


The various methods at present used in treat- 
ing empyema may be listed as follows: 


1. Aspiration. 
Aspiration and irrigation through a needle. 
2. Closed drainage. 
Intercostal and transcostal. 
Without irrigation and with irrigation. 
Dakin’s solution. 
Dyes. 
Fibrin solvents. 
Other chemicals. 
Irrigation and suction. 
Tidal irrigation and suction. 


3. Open drainage. 


Such an array of methods may well leave the 
physician confused as to the proper one to select 
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for the individual patient. Fundamentally it is 
not the method but its proper utilization which 
is important. It must be freely admitted that in 
many individuals recovery might be brought 
about by the use of any or all methods if proper 
attention to details is given. When in doubt, 
however, the simplest method which will pro- 
duce the results should be the one chosen. The 
more complicated and exacting types may prove 
perfectly adequate in a large well staffed hos- 
pital with a specially trained personnel but give 
very disappointing results in the hands of a busy 
practitioner who has numerous other demands 
upon his time. 


Aspiration 


Aspiration should be our first choice in the 
treatment of empyema for it possesses both 
diagnostic and therapeutic possibilities and its 
use enables us to obtain information which will 
help us to orient ourselves and to determine 
what method should be chosen for future use. 
As a diagnostic procedure, it enables us to de- 
termine: (1) the causative organism; (2) the 
character of the exudate and its change from 
time to time; (3) the limits of the empyema 
pocket. Clinically we must drain an empyema 
pocket where it is and not necessarily at some 
classical site. Therapeutically, aspiration may 
be of great value but it likewise has its limita- 
tions. Its usefulness has been summarized by 
one author as, “Always in infants, usually in 
children and frequently in adults.” In the main, 
this is good advice if the limitations of the pro- 
cedure are recognized. The best results from 
the use of aspiration alone are usually obtained 
in: (1) infants and children; (2) in early em- 
pyema; (3) in patients with low vital capacity ; 
(4) in tuberculous empyema where external 
drainage is usually to be avoided; (5) for the 
gradual removal of large accumulations. It 
should be used as a preliminary to other types 
of treatment more frequently than as a single 
therapeutic measure. 


Aspiration should be continued until the pus 
obtained is uniformly thick before undertaking 
open drainage. This in a pneumococcic empyema 
usually occurs in about a week, whereas in the 
streptococcic type two to three weeks or more 
may elapse. If the closed type of drainage is 
to be utilized, this waiting period is not so es- 
sential. Complete removal of all pus and fibrin 
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from the pleural cavity by aspiration alone js 
impossible and its continued use as a sole thera. 
peutic measure, even in children, presupposes 
that the patient is able ‘to sterilize and absorh 
or fibrose a certain amount of residual mate. 
rial. If the patient does not adequately care for 
this residual material, a recurrence as an acute 
or chronic empyema will result. This, if not 
recognized and properly drained, may lead to 





perforation of the chest wall (empyema neces. 
sitatis), or into a bronchus, or to fibrosis or late 
calcification of the residual exudate with lim- 
itation and deformity of the thoracic cage. For 
this reason, many men prefer external drainage 
at a late stage even in children as a supplement 
to the aspiration treatment. 

Chest wall abscesses following aspiration oc- 
cur all too frequently and are not altogether pre- 
ventable, particularly where large needles are 
used for the removal of thick material. The 
incidence of such abscesses may be materially 
reduced, however, by flushing out the bore of the 
needle with a small amount of sterile saline 
prior to withdrawing it from the pleural space, 
thus avoiding the deposit of pus and pathogenic 
organisms along the needle tract. Infection of 
the subcutaneous tissues in this manner follow- 
ing aspiration may lead to serious cellulitis and 
not infrequently to spontaneous, although often 
inadequate, external drainage. The injection of 
small amounts of air into the pleural cavity may 
greatly facilitate aspiration by allowing the pus 
to settle to the bottom of the pocket about the 
needle but care should be taken to be certain 
that the point of the needle is in the pleural 
cavity before this is done. An obstructed needle 
should be cleared by the injection of saline rather 
than air if possible air embolism is to be pre- 
vented. 

A large pneumothorax either intentional or 
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accidental is to be avoided particularly in the 
patient with lowered vital capacity as it may em- 
barrass the patient as much or even more than 
the purulent accumulation itself. _ Accidental 
pneumothorax, the result of injury to the lung 
by the needle, occurs not infrequently. Its in- 
cidence may be reduced materially by the use of 
short bevel needles rather than those with a very 
long bevel, by inserting the needle somewhat 
tangential to the surface of the lung and by 
avoiding too deep puncture. There is no neces- 
sity for inserting a three-inch needle to its full 
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length in probing for pus in the patient whose 
chest wall is only three-quarters of an inch 
thick. 

One serious criticism of the use of aspiration 
in the treatment of empyema is that aspiration 
alone is often continued far beyond the time 
when it is accomplishing the results desired. If 
it is Clinically evident that the patient is im- 
proving and the pocket is becoming smaller and 
the pus reduced in amount and lowered in bac- 
terial count, then aspiration alone may well be 
continued. On the other hand, if it is found 
that favorable progress is not being made and 
the patient is in condition to permit either open 
or closed drainage, it is folly to continue aspira- 
tion longer. Single aspirations at long intervals 
do not adequately drain the pleural cavity, nor 
do they rapidly expand the lung or reduce the 
capacity of the pocket, therefore they do not 
fully meet the criteria previously listed for ade- 
quate treatment of empyema. 


Closed Drainage 


While closed drainage has been greatly pub- 
licised and much discussed since the 1918 in- 
fluenza epidemic with its complicating strepto- 
coccic empyemas, it may be well to remember 
that this procedure is not a new one brought out 
to meet the unfamiliar conditions presented at 
that time but rather is an old one which had 
been more or less forgotten until its revival some 
twenty years ago. In 1876 Creswell Hewett, an 
Englishman, utilized closed drainage by insert- 
ing a tube into the empyema cavity through a 
cannula inserted between the ribs and connected 
this tube to a longer one which was allowed to 
curl up in a basin of potassium permanganate. 
A water sealed syphonage was obtained by plac- 
ing the vessel at a lower level than the chest, 
while elevating the vessel permitted the perman- 
ganate solution to run into the pleural cavity and 
irrigate it. This same method, modified only as 
to detail, is in frequent use today under various 
names. Closed drainage, i.e. drainage in which 
free entrance and exit of atmospheric air is not 
permitted, may be instituted by either the inter- 
costal or transcostal route and may be used either 
with or without irrigation. The insertion of an 
intercostal tube through a cannula inserted be- 
tween the ribs is the simplest to install but its 
efficacy is somewhat limited by the fact that the 
size of the tube is necessarily restricted by the 
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width of the interspace available at the selected 
site, consequently the tube frequently becomes 
plugged by thick pus or fibrin. The size of the 
tube lumen may be increased somewhat by the 
use of an oval tube as suggested by Bettman, but 
even with this the lumen of the drainage tube 
is somewhat small and is secondarily reduced 
by outside pressure on the tube by the ribs. The 
use of Dakin’s solution or some other fibrin sol- 
vent such as urea or pepsin may somewhat re- 
duce but does not eliminate this difficulty. The 
resection of a small segment of rib not only al- 
lows removal of the fibrin masses, but it permits 
the insertion of a tube of much larger diameter 
and consequently affords better drainage and 
greater freedom from blockage, although it does 
afford less secure sealing of the opening for true 
closed drainage. Various methods of sealing 
have been advised which correct this disadvan- 
tage to a great degree. 

Closed drainage adapts itself to a considerable 
number of modifications of the details of drain- 
age of the pleural abscess. These may be listed 
as: (1) aspiration only; (2) aspiration and ir- 
rigation; (3) syphonage; (4) the use of the 
Thiersch flapper valve; (5) irrigation and sy- 
phonage; (6) irrigation and controlled suction; 
(7) tidal irrigation; (8) tidal irrigation and 
controlled suction. 

Removal of the pus alone through a tube with 
or without irrigation may accomplish everything 
that can be accomplished by simple aspiration 
and usually more efficiently if the tube is prop- 
erly placed and the patient turned in such a po- 
sition as to gravitate the pus over the opening 
of the tube. In some patients this is sufficient, 
the aspiration or irrigation being carried out at 
regular intervals with the tube clamped during 
the intervening periods. Syphonage, of course, 
is the method described by Hewett and may be 
accomplished by placing the end of the tube un- 
.der water at a level below the patient’s body 
and allowing the pus to run out by gravity or 
with respiratory movements, maintaining .some 
negative pressure by the water seal. The use 
of the Thiersch flapper valve, in which a thin 
rubber finger cot slit transversely through the 
closed end is fastened to the end of the drain- 
age tube, supplies a very simple and _ fool- 
proof method of obtaining a relatively closed 
drainage requiring little or no attention. The 
patient, either by cough or voluntary effort, 
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forces pus out through the slit tube. With the 
next inspiration, however, the thin walls of the 
finger cot immediately collapse, forming a check 
valve which prevents the entrance of air into the 
pleural cavity. As the patient is not connected 
up to any apparatus or series of tubes, he may 
be allowed much greater freedom of motion. 
For practical use, this valve has many advan- 
tages and is probably the simplest application of 
closed drainage. 

Irrigation with various solutions, particularly 
with fresh Dakin’s solution, has the added ad- 
vantage of not only mechanically washing out 
the pus and affecting the organisms present, but 
in addition possesses the property of liquefying 
the purulent and fibrinous exudate. The use of 
controlled suction in combination with closed 
drainage and irrigation is accomplished either 
by means of the syphon system used by Wan- 
gensteen and others, or by the use of a filter 
pump attached to a water faucet with a break- 
over valve to avoid excessive negative pres- 
sure. Tidal irrigation,’***** in which the ir- 
rigating solution flows back and forth through 
the tube in response to respiratory effort with 
or without the addition of controlled suction, pro- 
vides about the last degree of complexity to the 
treatment of empyema. All complicated meth- 
ods require much attention and careful watch- 
ing if they are to perform their designed func- 
tion. The best results with these methods will 
probably be obtained on the special empyema 
wards with trained personnel constantly on duty 
and alert to adjust or revise them as conditions 
warrant. The practitioner doing general work 
or treating the patient in a small hospital where 
help is limited will find these methods too com- 
plicated for practical use. When an automatic 
irrigating device is used, blockage of the drain- 
age tube but not the intake tube may make it 
possible to overcollapse the lung and seriously 
embarrass the patient. Irrigations of any type 
are dangerous in the presence of a bronchial 
fistula. The sudden opening of a bronchus into 
the pleural cavity filled with Dakin’s solution or 
other irrigating fluid may easily result in dis- 
aster. Patients have been drowned in this way. 

The closed system remains closed only as long 
as the tissues maintain an airtight seal about the 
tube, which is usually a matter of a very few 
days only, even where the tubes are inserted by 
means of a trocar and cannula. Subsequently in 
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intercostal drainage and always in the transcosta] [& would ¢ 
type, some accessory method of sealing must be well res 
utilized, either by keeping the edges of the Open 
wound around the tube sealed with collodion, & the pre 
rubber sponge with vaseline as used by Wangen. § mediast 
steen’® and Carlson,*® or the use of foam rubber & vital ca 
cemented to the tube and the skin by mastiso| erate . 
or some other such substance. A constant watch § distres: 
must be kept to be certain that these areas re. & the tim 
main sealed. Expansion of the lung with fixa- § diminis 
tion to the chest wall is accomplished by retrac- like pt 
tion of the scar tissue progressing along the a pati 
edges where the parietal and visceral pleura are § extern 
in contact. While the use of negative pressures even f 
tends to expand the lung somewhat and on the & or fat: 
average keeps it closer to the chest wall than B has nc 
when they are not used, periodic irrigations in- § in the 
terrupt this and may even mechanically force the J ing th 
lung away from the chest wall. The use of neg- & stage 
ative pressure is not absolutely essential for the BB verter 
expansion of the lung although it may be an aid. that t 
ing cl 

Open Drainage size « 


Open drainage of an empyema pocket by the 
resection of a portion of rib has been an ac- 
cepted method of treatment for years and has 
apparently proved quite satisfactory. As the 
majority of the empyemas encountered prior to 
the epidemic of 1918, were pneumococcic in origin, 
in which the effusion developed after the pneu- 
monic stage of the disease had subsided and the 
patient had regained his respiratory reserve, and 
as in this type the pus usually becomes thick 
within a week and fibrin forms rapidly, limiting 
the abscess pocket and fixing the mediastinum, 
little difficulty was encountered with wide open 
drainage performed almost as soon as the em- 
pyema was diagnosed. During the influenza 
epidemic of 1918 and later, in which the com- 
plicating empyemas were streptococcic in origin, 
appearing during the pneumonic process when 
the patient’s vital capacity was still low and in 
which the pus frequently did not become uni- 
formly thick for two to three weeks following 
the onset of the effusion and fixation of the lung 
and mediastinum developed rather late, it is only 
natural that complications and even fatalities 
were encountered where open drainage was per- 
formed early. The addition of an open pneu- 
mothorax to the load already borne by a pneu- 
monia patient with an impaired vital capacity 
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would certainly do the patient no good and might 
well result fatally. 

Open pneumothorax is always dangerous in 
the presence of an unattached lung and a flexible 
mediastinum. The uormal individual with good 
vital capacity may for short periods of time tol- 
erate a large chest wall opening without severe 
distress but even here embarrassment results if 
the time is too prolonged. As the vital capacity 
diminishes, this margin of safety is reduced in 
like proportion until a point may be reached in 
a patient suffering from pneumonia where no 
external opening whatsoever can be tolerated 
even for a short period of time without serious 
or fatal embarrassment. External drainage then 
has no place in the treatment of early empyema, 
in the presence of a flexible mediastinum or dur- 
ing the consolidation or diminished vital capacity 
stage of pneumonia. Should the surgeon inad- 
vertently create an open drainage and then find 
that the mediastinum is flexible, creating a suck- 
ing chest wound, he should at once reduce the 
size of the opening or seal it adequately, con- 
verting it into a closed type of drainage. 

Empyema pockets with bronchial communica- 
tion should be thoroughly drained at once and 
great care taken to prevent any accumulation of 
pus about the bronchial opening, lest material 
be aspirated into the lung and a secondary in- 
flammatory process result. Putrid empyema 
cavities should have wide open drainage as 
soon as possible. The foul odor is the result 
of decomposition of devitalized tissue or fibrin 
by secondary organisms, usually anaérobic, and 
frequently indicates bronchial communication 
past or present. Adequate drainage, removal of 
fibrin mass or dead tissue and elimination of 
anaérobic conditions will bring about prompt dis- 
appearance of the foul odor. 

Open drainage and packing is an excellent 
method of rapidly cleaning up a localized em- 
pyema pocket but seems unnecessarily drastic 
for larger cavities. 

When the mediastinum is fixed or the lung 
adherent to the chest wall, open drainage may 
be done at any time, but as the operation is not 
an emergency procedure, discretion should be 
used in selecting the most favorable time. Local 
pockets may be drained adequately at any time. 
From the surgical standpoint, open drainage 
properly placed in relation to the dependent por- 
tion of the empyema pocket provides the most 
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complete drainage possible. It is a simple 
method, requiring the least attention postoper- 
atively, and at the time it is performed permits 
removal of large fibrin masses and the breaking 
down of accessory pockets to convert the ab- 
scess into a single cavity. When free drainage 
has been established, irrigations with Dakin’s 
solution or other chemicals may be carried out, 
making sure that adequate provision is made for 
free drainage of the irrigating solution from the 
chest after it has served its purpose. During 
the period of treatment, repeated estimation of 
the cavity’s capacity should be made in order to 
follow the expansion of the lung and the reduc- 
tion in the size of the pocket. Expansion of 
the lung is the result of retraction of scar tis- 
sue formed where the parietal and visceral 
pleurz come in contact and is a slowly progres- 
sive process which can bring about obliteration 
of the pleural cavity in spite of its being open to 
atmospheric pressure. Respiratory or pulmo- 
nary gymnastics which at one time were in con- 
siderable favor are now considered to be less 
important than formerly. It is a well recognized 
fact that they do not maintain lung expansion 
but it must be admitted that the use of blow bot- 
tles or other such procedures does favor a 
stretching of the visceral pleura and does bring 
about exercise of chest muscles and diaphragm 
and tends to reduce or help to correct the 
atrophy of the thoracic muscles so frequently 
seen after an empyema. Drainage tubes are al- 
lowed to remain in the pocket until its capacity 
is reduced to 5 or 10 c.c., when they are re- 
moved. Their removal while a larger pocket is 
still present may predispose to a recurrence of 
the empyema or result in a chronically draining 
sinus. Frequent examinations should be made 
after the empyema is apparently cured to be cer- 
tain there is no secondary localization or recur- 
rence of the process. 


. 


Causes of Chronic Empyema 


The factors which lead to chronic empyema 
are now pretty generally recognized and may be 
listed somewhat as follows: 

1. Inadequate drainage. This may be the re- 
sult of continuing aspiration too long, failing to 
recognize an empyema pocket for a considerable 
period of time, thus allowing the walls to be- 
come rigid, the development of secondary pock- 
ets which did not at the time of operation com- 
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municate with the primary cavity, or the im- 
proper placing of the drainage site at the bot- 
tom of the cavity. 

2. Extensive pneumothorax, frequently the re- 
sult of the injudicious use of open drainage 
early, before the lung becomes fixed to the chest 
wall. 

3. The presence of bronchoplural fistule, par- 
ticularly if communicating with a small inade- 
quately drained lung abscess or bronchiectatic 
area. 

4. The presence of foreign bodies such as un- 
removed drain tubes, bone sequestra or injected 
foreign material such as Beck’s paste. 

5. Osteomyelitis of the ribs, which may result 
in a chronic draining sinus or produce a bony 
foreign body which subsequently enters the 
pleural cavity causing suppuration. 

6. Tuberculosis. Smears, cultures, guinea pig 
inoculations and microscopic sections of excised 
pleura should be utilized in all chronic empy- 
emas, particularly where there is anything pecul- 
iar about the mode of onset or doubt as to the 
original cause of the abscess in the pleura. In 
the presence of secondary infection it is the ex- 
ception rather than the rule to find tubercle bacilli 
even in a known tuberculous empyema and mi- 
croscopic section of the pleura may fail to re- 
veal the condition even when it is known to be 
tuberculous, the secondary infection overgrow- 
ing and burying the tuberculous process in 
granulation tissue. 

Conclusions 


Empyema should be recognized early and 
treated promptly according to accepted surgical 


principles with due consideration to the special 
physiological problems encountered in the chest, 
The first effort should be. to save life and then 
to secure prompt healing of the abscess cavity. 
Each patient must be considered as an individual 
and the method or methods best suited to his 
particular problems chosen for use. The sim- 
plest types of treatment adequate for the occa- 
sion should receive first consideration at all 
times. Complicated methods require much at- 
tention, and, while they may give good results 
with special equipment, have but little place in 
general work. 
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CONGENITAL HYPERTROPHIC PYLORIC STENOSIS* 


OLIN W. ROWE, M.D. 
Duluth, Minnesota 


SERIES of cases of congenital hyper- 

trophic pyloric stenosis was reported by me 
several years ago which included three deaths. 
That series, beginning in 1910, left also much 
to be desired in regard to management. At the 
beginning we knew little of pre-operative care, 
choice of anesthetic, type of operation (my first 
case survived a posterior gastro-enterostomy) or 
post-operative treatment. The analysis of our 


*From the Section on Pediatrics, The Duluth Clinic, Duluth, 
Minnesota. Read before the annual meeting of the Minnesota 
State Medical Association, St. Paul, Minnesota, May 3, 1937. 
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experiences included the time required for con- 
servative treatment, causes of death and the 
adequacy of certain details in the management. 
As a result some conclusions were reached which 
we believed would be of help in the treatment 
of later cases. That something was learned 
is indicated by the fact that I am now able to 
present a new series of more than fifty consecu- 
tive cases without a death. 

Rather than present a statistical analysis of 
case records I will discuss some features of the 
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condition as it is presented to the physician and 
certain questions arising in the management 
which seem to me to be of importance. 

The cases treated with the minimum risk are 
those discovered early. Fortunately the number 
of babies in this category is increasing. This is 
largely due to improved diagnostic acumen on 
the part of physicians, and to a lesser extent to 
the activities of visiting nurses and a conscious- 
ness on the part of the laity that persistent 
vomiting in an otherwise healthy infant may 
indicate a serious condition. One mother hav- 
ing three cases of stenosis in her first four 
children recognized the last two herself and 
one case in the child of an acquaintance. 

The first symptom, directing attention to the 
possible existence of this condition, is vomiting. 
This usually appears about the second week but 
rarely may be delayed until after the fourth 
week. Accompanying this is a weight loss, a 
decrease in the size of the stool and in the 
amount of urine. If vomiting persists, is fre- 
quently projectile in type, and if the vomitus is 
free from bile and occasionally exceeds the vol- 
ume of food taken at the last feeding, a search 
should be made for further evidence of ob- 
struction. 

Visible gastric hyperperistalsis moving in a 
definite course from the left costal arch diago- 
nally across the epigastrium and disappearing in 
the right hypochondrium about the nipple line, 
usually appears a few days after the beginning 
of the vomiting. This may be seen during or 
after a meal, or may be brought out by tapping 
on the cardia. These waves may occur in other 
conditions. The ease with which the waves are 
elicited, or the size of the waves, seemingly has 
no relation to the extent of the stricture at the 
pylorus. By far the largest waves I have seen 
persisted for months in a baby with an easily 
controlled pylorospasm. Even the rarely seen 
spastic contraction of the entire stomach which 
presses the organ against the abdominal wall 
where it can easily be seen in relief may occur 
without a pyloric tumor. While gastric hyper- 
peristaltic waves are of diagnostic significance it 
was felt that some of our cases might have been 
diagnosed earlier had valuable time not been 
lost waiting for this confirmatory evidence. These 
waves when present, associated with vomiting, 
demand a careful examination for a pyloric tu- 
mor. 
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The tumor may not always be found in the 
first days following the initial vomiting. Later it 
can be palpated at each examination. It is 
usually located rather deep in the abdomen near 
the right nipple line slightly above the level of 
the umbilicus. It is hard, about the size and 
shape of a small pecan and is movable. It is 
to be sharply differentiated from the larger, soft- 
er, less sharply defined mass occasionally found 
in pylorospasm. Repeated examination with this 
in mind will lead to a positive diagnosis of 
hypertrophic stenosis, and enable us to assure 
the surgeon that he will find a tumor at oper- 
ation. As in the case of the peristaltic waves, 
the size of the tumor may have no relation to 
the amount of obstruction. The larger tumors 
are usually found in children of three months or 
more. 


I have discontinued the routine use of the 
roentgen ray in the diagnosis of this condition. 
It is felt that all the data, including the amount 
of gastric retention, can be determined with less 
disturbance to the patient by other means. Even 
the use of the Meuwissen and Stooff technic 
and its modifications has been discarded. These 
methods will give some information in regard 
to the length of the tumor and possibly the 
amount of occlusion, but it will not be a deciding 
factor in referring the child to operation, nor 
will this knowledge be of material benefit to 
the surgeon. In some instances the disturbance 
caused by even small amounts of barium and, 
more important, the interruption of other in- 
dicated procedures outweighed the benefits de- 
rived. 

The condition of the child, and the severity 
of the symptoms, determine the immediate treat- 
ment. This can never be a routine procedure. At 
one extreme is the young infant with vomiting 
of only a few days’ duration, with little weight 
loss, slight dehydration and little disturbance in 


*~ mineral balance. In such cases fluid parenterally, 


either normal saline or possibly glucose solution, 
will so improve the condition that conservative 
treatment can be safely attempted, or, if surgery 
is elected, that further pre-operative preparation 
is unnecessary. At the other extreme is the un- 
fortunate infant of three or four months that 
has failed to such an extent that it can be clas- 
sified as an advanced stage of marasmus or 
atrophy. In some of these babies marked de- 
hydration and alkalosis are potent factors in 
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determining the outcome. The patient in the 
more serious condition is slate gray in color. 
The respiratory movements may be so depressed 
that only by close inspection can it be determined 
that it is breathing at all. If disturbed by pain, 
or the ill-advised efforts of anxious attendants, 
the child will breathe more deeply for a time and 
then relapse to shallow, slow respiratory move- 
ments frequently interrupted by prolonged ap- 
neic pauses. 

Signs of tetany such as laryngo-spasm, hyper- 
spasticity or even generalized muscular rigidity 
and occasionally convulsions are seen in extreme 
cases. The procession of events in such cases 
is so rapid that therapy may have to be con- 
trolled entirely by clinical observation, rather 
than by the more accurate but time-consuming 
laboratory procedures. The first treatment is 
directed toward the immediate relief of the 
symptoms of tetany. This is followed by at- 
tempts to restore normal bicarbonate and pH 
contents of the body fluids together with the 
restoration of the electrolyte balance in its broad- 
er sense including water content. Convulsions 
are treated with inhalations of oxygen and car- 
bon dioxide in the proportions of two to one. 
Chloral hydrate per rectum is valuable. Calcium 
chloride is given intravenously usually in five 
per cent solution, the dosage being one-fourth 
cubic centimeter per kilogram of body weight. 
Calcium gluconate may be used at this time or 
later. Further dilution of the blood and reduc- 


tion in the bicarbonate concentration may be ac- 
complished indirectly as a result of selective 
renal activity following the administration of 


normal saline or Ringer’s solution. This may 
have to be continued over a period of a day or 
more (Hartman). 

After the immediate emergency is controlled, 
a slow response may make transfusions advis- 
able. This frequently abused procedure has often 
procured a favorable effect when other meas- 
ures singly or combined have failed to place the 
child in a condition permitting operation. Small 
transfusions with frequent, often daily, intrave- 
nous injections of glucose are useful therapeutic 
measures. In fact no substitute seems quite so 
satisfactory. The desired results, often delayed, 
may appear quite suddenly after some days. 
Whether this is due to a cumulative effect of 
the blood or a specific reaction to the last blood 
used is questionable. 
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In the early, milder cases sufficient time is af- 
forded to make a serious attempt at the so-called 
medical treatment. The period necessary to de- 
termine the efficacy of such measures varies, but 
rarely more than a day or two is required. Dur- 
ing this period, in even the very mild cases, the 
child must be kept under conditions permitting 
of the most exact observation. An infant in 
apparently fair condition can become an exceed- 
ingly serious risk after a few hours of vomiting. 
If this is kept in mind, little harm can be done 
and if the treatment proves unsuccessful, the 
infant is in condition for almost immediate oper- 
ation. 

The measures employed in the non-operative 
treatment must first maintain absolute control of 
the infant’s chemical and physical processes. In 
the mild cases this can be accomplished almost 
routinely with the use of sodium chloride solu- 
tion by hypodermoclysis given every twelve 
hours The food offered is preferably breast 
milk, if available, or evaporated milk thickened 
with cereal after the method described by Sauer 
and others. The use of drugs before feedings 
may be necessary. Atropine, if used, is started 
very cautiously with doses gradually increasing 
until the desired physiological effect is produced. 
It is an extremely dangerous drug. The reaction 
of a child to a measured dose may vary at times. 
The use of phenobarbital is much safer. No 
bad effects have been observed from the drug 
given in rather large doses over a prolonged 
period. 

In only one very mild case of this series was 
medical treatment advised. In one of the more 
severe cases operation was refused and the child 
hospitalized for nearly one half year. It is usual- 
ly necessary to continue this type of treatment 
for many weeks in the mild cases and in the 
more refractory ones for several months. The 
risk of intercurrent infection is obvious. I feel 
that medical treatment at its best is uncertain, 
even under the strictest supervision. It is im- 
practical from an economic standpoint. Surgical 
treatment on the other hand, with adequate pre- 
operative measures, is quick, certain, and perma- 
nent in its results. 

The first question arising in the operative 
treatment is the choice of anesthetic. My as- 
sociates have adhered to local anesthesia. The 
method of local infiltration of skin, subcutaneous 
tissue and muscle with five-tenths to one per 


MINNESOTA MEDICINE 


cent s 
impre: 
It doe 
healin 
with | 
its Sa 
marke 
anestl 
contr¢ 
eratic 
than 
geons 
usual 
In 
Ram: 
diffic 
easil 
the s 
mort 
geon 
in if 
A 
Grez 
body 
Cov 
case 
poir 
pert 
abd 
wot 
sep: 
cos 
bee 
lief 
at 1 





is af- 
-called 
to de- 
Ss, but 
- Dur- 
S, the 
litting 


int in 
<ceed- 
iting, 

done 
l, the 


oper- 


rative 
rol of 
s. In 
Imost 
solu- 
welve 
reast 
cened 
auer 
dings 
arted 
asing 
uced., 
ction 
imes. 
No 
drug 
nged 


was 
nore 
child 
sual- 
nent 


CONGENITAR HYPERTROPHIC PYLORIC STENOSIS—ROWE 


cent solution of novocaine with ephedrine has 
impressed me as the safest from all standpoints. 
It does not lengthen the time of operation, and 
healing of the wound has not been interfered 
with to any appreciable degree. In addition to 
its safety, the incidence of nausea is reduced 
markedly because of the absence of irritating 
anesthetics and because the child has complete 
control of its reflexes during and after the op- 
eration; food can be tolerated a day earlier 
than when inhalation anesthetics are used. Sur- 
geons who find this anesthetic unsatisfactory 
usually use ether by the drop method. 

In every case the operation has been a Fredet- 
Ramstedt submucous pyloroplasty. The technical 
difficulties are few and in experienced hands 
easily handled. The apparent simplicity has been 
the source of danger to the patient. The surgical 
mortality would seem to depend upon the sur- 
geon’s recognition of the differences of technic 
in infants and adults. 

A few essentials are necessary for success. 
Great importance is laid on the maintenance of 
body heat during the operation. Dr. W. A. 
Coventry, who has operated the majority of 
cases in this series, emphasized the following 
points. The incision should be high enough to 
permit the right lobe of the liver to underlie the 
abdominal wound. This facilitates closure of the 
wound and prevents post-operative hernia. The 
separation of all of the fibers down to the mu- 
cosa must be complete. (One of our cases had 
been previously operated elsewhere without re- 
lief. On re-operation it was found that the fibers 
at the distal end of the tumor had not been cut.) 
The transition from the thick pyloric tumor to 
the thin duodenum is rather abrupt. Extreme 
care must be taken not to open through the 
mucous membrane. 

The bleeding from the incision of the tumor 
must be completely controlled. In the younger 
children this is accomplished easily by hot, 
packs. In older children the vessels must be 
ligated. If bleeding cannot be stopped in this 
way a small piece of muscle from the rectus 
may be sutured in the pyloric incision. It is 
extremely important that all bleeding from this 
source and from the abdominal wall be con- 


trolled before the abdomen is closed. Occasion- 
ally normal saline solution has been run into 
the abdomen before closing the peritoneum. Af- 
ter closure a piece of gauze just large enough to 
cover the incision is placed on the wound and 
held in place with adhesive straps, long enough 
to hold the dressing in place, but not so long, 
or tight, as to interfere with the abdominal re- 
spiratory movements or cause regurgitation. The 
light dressing permits the detection of hem- 
orrhage from the wound if such occurs. 


The postoperative treatment again depends 
upon the condition of the child. The very young 
babies with easily managed pre-operative care 
can be given water in small amounts two hours 
after the operation. This is repeated every fif- 
teen minutes, slowly, increasing the amount of- 
fered. Eight hours post-operatively food, prefer- 
ably breast milk, is given. This is repeated every 
three hours in slowly increasing amounts until 
sufficient is taken to meet the nutritional de- 
mands. In the more severe cases hypodermocly- 
sis of normal saline or glucose solution may be 
indicated. In those instance where the nutrition- 
al disturbance has been prolonged, resulting in 
marked fluid and salt imbalance, the same 
measures employed in the pre-operative treat- 
ment, including frequent small transfusions com- 
bined with glucose solution given parenterally, 
are necessary. Extreme difficulty may be en- 
countered in not only establishing, but in main- 
taining, the child’s physical and chemical balance. 
The reduced tolerance for food in such cases 
makes for slow progress. The most dreaded 
complication is enteritis. 

The prognosis in congenital pyloric stenosis, if 
recognized early, is very good. In babies with 
pronounced changes in their physical and chem- 
ical processes success will depend largely on the 
pre-operative treatment. Surgery cannot be ex- 
pected to correct irreparable changes in metabo- 
lism. With adequate preparation a surgical death 
may be regarded as an accident. When conva- 
lescence is established, the parents can be con- 
fidently assured that there will be no after- 
effects from the congenital defect treated in in- 
fancy. 
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MANDELIC ACID IN THE TREATMENT OF INFECTIONS OF THE 
URINARY TRACT* 
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NE of the most notable changes in the study 
of any certain disease or group of diseases 
during recent years is that concerning the 
etiology and treatment of infections of the uri- 
nary tract. For many years the general prac- 
titioner, and the urologist as well, have treated 
these conditions empirically with no scientific 
background for their methods. During the last 
five years much progress has been made and this 
improvement is directly attributable to the in- 
creasing knowledge of the bacteriology of the 
urinary tract and the response to various meth- 
ods of treatment. 
As early as 1917, Scholl and Janney published 
a detailed and comprehensive report concerning 
the reaction of the Escherichia coli to solutions of 
a different pH. They found that solutions which 
had a pH of less than 5.0 or more than 8.6 to 
9.0 very definitely inhibited the growth of this 
organism. Even with this basic report, the clin- 
ical importance of determining the acidity of the 
urine and of demonstrating the presence of bac- 
teria in the urine has not been generally ap- 
preciated. With the exception of the examina- 
tion of the urine to determine the presence of 
the acid-fast bacillus of tuberculosis or the ex- 
amination of urethral discharge for the Neis- 
seria gonorrhee, the bacteriology of the urinary 
tract has been regarded only with a passive in- 
terest. It was believed that if the organisms 
named previously were not present, then what- 
ever bacteria might be found were either Echer- 
ichia coli or cocci and that from a therapeutic 
standpoint it did not matter which they were. 
As a result of the newer knowledge it is known 
that the character of the lesion varies consider- 
ably with different organisms and certainly these 
bacteria respond differently to treatment. Coc- 
cal infections usually predominate in the renal 
cortex and are best treated with intravenous in- 
jections of neoarsphenamin, while bacillary in- 
fections involve primarily the central and col- 
lecting portion of the kidney as well as the 


*From the section on Urology, The Mayo Clinic, Rochester, 
Minnesota. Read before the annual meeting of the Minnesota 
State Medical Association, St. Paul, Minnesota, May 3, 1937. 
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ureter and bladder, and respond best to the 
acidification therapy plus either the ketogenic 
diet or mandelic acid. 

In every case of infection of the urinary tract, 
routine microscopic study of the urinary sedi- 
ment is essential. A freshly voided specimen 
from the male should be collected in two glasses, 
and a catheterized specimen from the female 
should be used for examination. A wet smear 
of the centrifuged urinary sediment should be 
examined first, and the presence of pus cells, 
erythrocytes, crystalline elements, epithelial dé. 
bris, spermatozoa, mucus, or bacteria should be 
noted. An estimation of the amount of pus and 
blood should be made. The absence of pus does 
not necessarily exclude the presence of bacteria. 
A dry smear of the sediment is then made and 
stained by the Gram method. This is examined 
for the presence of bacteria. The organisms, if 
present, may then be divided into four great 
groups: first, bacilli, which hold the initial stain 
and are Gram-positive; second, bacilli, which 
lose the initial stain, take up the counter-stain, 
and are Gram-negative; third, cocci, which hold 
the initial stain and are Gram-positive; fourth, 
cocci, which lose the initial stain and are Gram- 
negative. The information gained from _ this 
simple diagnostic procedure is available to all 
clinicians and is of the greatest diagnostic and 
therapeutic importance. The determination of 
the exact organisms by a culture of the urine is 
necessary in order to carry out a scientific and 
sound form of treatment. 

Schatten, in 1883, and Knoop, in 1905, were 
able to show that mandelic acid, when given 
by mouth to dogs, was excreted unaltered in the 
urine, and that it could be recovered from the 
urine in almost the same amounts as were given 
by mouth. The small amount not recovered is 
lost in the feces. This acid is an aromatic hy- 
droxy acid which chemically is known as hy- 
droxyphenyl acetic acid. Its use in the treatment 
of bacillary infections of the urinary tract was 
a logical development from the studies of the 
excellent results obtained in treating such in- 
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fections by careful administration of the keto- 
genic diet. As the proper management of 
patients taking this diet presented many dif- 
ficulties to the practitioner and tke patient, its 
general adoption was not possible and the de- 
sirability of a more simple method of establish- 
ing bacteriostatic and bactericidal urine was 
self-evident. 

Fuller definitely proved that betahydroxybuty- 
ric acid was the bactericidal agent of the keto- 
nurine, along with a low pH of the urine. The- 
oretically and practically, the oral administration 
of betahydroxybutyric acid as a urinary antisep- 
tic was impossible because it is completely ox- 
idized to carbon dioxide and water in the nor- 
mal metabolism of the body. When given in 
conjunction with the ketogenic diet I was able 
to show a definite increase in its concentration 
in the urine. Rosenheim, after experimenting 
with similar organic acids, found that mandelic 
acid, when given by mouth, was recovered in 
the urine unchanged and that it would exert a 
definite bactericidal effect on the urine, provid- 
ing the urine was highly acid and the concentra- 
tion of the drug was great enough. 


Mode of Administration and Dosage 


Rosenheim first suggested giving the drug in 
the form of a 10 per cent aqueous solution and 
advised giving the equivalent of 12 gm. of the 
drug daily. Because of the rather bad taste of 
this solution, it was neutralized with sodium bi- 
carbonate to make it more palatable. The dos- 
age was 1 ounce (30 c.c.) of the solution, which 
contained 3 gm. of the acid, four times a day. 
Soon, however, many commercial preparations 
appeared on the market. These were in the form 
of the ammonium salt as an elixir or syrup of 
ammonium mandelate. The dosage of these 
preparations varies with the concentration of the 
salt. The elixirs are usually a 26 to 28 per cent 
solution, and a dose of 3 fluid drachms (12 c.c.) 
four times a day is necessary to supply the 
usual 12 gm. of the acid daily. The syrups are 
usually a 40 per cent solution, and a dose of 2 
fluid drachms (8 c.c.) four times a day is re- 
quired if 12 gm. of the acid is to be taken. 

Any of the preparations is best given after 
meals, and because of the occasional gastric dis- 
turbance noted after administering the drug, the 
dosage should be reduced a half during the first 
twenty-four hours. After that time the usual 
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dosage may be taken with much less chance of 
distress. 


Principles of Administration 


Helmholz and Osterberg have shown by their 
experiments in the laboratory that the usual ba- 
cilli found in the urinary tract were definitely 
killed by a 0.5 per cent solution of mandelic acid 
at a pH of 5.5. As with betahydroxybutyric 
acid, a lower pH will not require such a high 
concentration of the drug. Conversely, a higher 
concentration of the acid will not require such 
a low pH. These facts are of the greatest im- 
portance because they clearly show the necessity 
of two essential points in the satisfactory man- 
agement of patients undergoing this form of 
therapy. First, in order that the concentration 
of the drug in the urine will be 0.5 per cent or 
greater when given in doses of 12 gm. daily, the 
amount of fluid ingested in twenty-four hours 
must be limited to 1200 c.c. or less if the desired 
results are to be obtained. Second, the mainte- 
nance of a satisfactory pH of the urine is an 
extremely important point. The ideal pH has 
been definitely proved to be 5.5 or less, and un- 
less this is maintained the final result of ther- 
apy will be discouraging. If sodium mandelate 
is used, acidifying drugs such as ammonium ni- 
trate or ammonium chloride in dosages of 4 to 6 
gm. daily will usually suffice. However, in using 
the ammonium salt of mandelic acid, the urine 
will maintain its pH at a satisfactory level, thus 
obviating the use of any other drugs. In some 
cases this low level will not be reached and the 
secondary acidifying drugs will have to be added. 
Besides the ammonium nitrate and ammonium 
chloride already mentioned, dilute hydrochloric 
acid or nitrohydrochloric acid may be helpful. 
Occasionally, these methods fail and the admin- 
istration of the ketogenic diet has been required 
before the pH of urine could be lowered to a 
-bactericidal level. In spite of these methods of 
lowering the pH of the urine, there still remains 
a small group of obstinate cases in which it is 
impossible at the time to produce a urinary acid- 
ity of sufficient degree to produce, in conjunc- 
tion with a satisfactory concentration of the drug 
in the urine, the desired bacteriostatic and bac- 
tericidal action. 


The most satisfactory results have been ob- 
tained by administering the drug in the pre- 
scribed dosage for six to twelve days. If at 
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the end of this period the bacteriologic exam- 
ination of the urine reveals that organisms are 
still present, experience has taught that it is 
advisable to discontinue administration of the 
drug for ten to fourteen days and then institute 
a second course of treatment. This is done for 
two reasons: first, the organisms seem to build 
up a tolerance to the drug after a certain length 
of time; second, the factor of renal irritation 
produced by the drug is not definitely known as 
yet, and such irritation should be guarded against 
by not giving the drug for too long a period. 


Types of Cases 


As with the ketogenic diet, mandelic acid has 
been most efficacious under the following ana- 
tomic conditions: (1) when the urine is brought 
in direct and continuous contact with the in- 
fected surface; (2) when the infection is large- 
ly superficial; (3) when there is no marked 
cicatricial change, resulting from long-standing 
infection, in the renal tissues, and (4) when there 
is no obstruction to the drainage of urine. Man- 
delic acid when given in the dosage described 
will sterilize the urine in almost 90 per cent of 
the cases of uncomplicated bacillary infection of 
the urinary tract. Occasionally, two courses of 
treatment are necessary. The organisms which 
have responded to treatment include Escherichia 
coli and Aerobacter aérogenes, in addition to 
members of the genera Proteus, Pseudomonas, 
Alcaligines, Salmonella, and Shigella. Cocci are, 
as a rule, not affected by the administration of 
the drug to adults. However, the Streptococcus 
fecalis is the exception to the rule and usually 
can be eradicated with this form of therapy. 

When one considers the groups of cases in 
which the infection of the urinary tract is as- 
sociated with cicatricial deformity as the re- 
sult of long-standing process or with some 
secondary pathologic change, the eradication of 
the organism is difficult and in many cases im- 
possible unless the complication is removed. Even 
then, it may still be difficult and will require very 
careful management and close observation of the 
patient. 

The results of treatment in the group of cases 
in which urinary infection was associated with 
chronic prostatitis are not nearly so good. Only 
about 50 to 60 per cent of these patients will re- 
spond to the initial treatment with mandelic 
acid, as this condition reinfects the urethra and 
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bladder. However, if the prostatitis is treated 
and mandelic acid given at frequent intervals 
during the period of prostatic treatment, the 
bacilluria can be eradicated in a surprisingly 
large number of cases. 

Residual urine in either the upper or lower 
portion of the urinary tract will definitely in- 
hibit the action of the drug. Cicatricial changes 
in the renal pelvis, calices, or ureter, secondary 
to a long-stnding pyelonephritis, will usually ren- 
der the action of the drug less effective. Urinary 
lithiasis, tumors, or foreign bodies in the urinary 
tract are common causes of poor results of treat- 
ment. However, administration of mandelic 
acid frequently will produce a considerable re- 
duction in the degree of infection of the urinary 
tract in spite of such associated changes. Symp- 
toms also may be definitely relieved. As a pre- 
liminary to instrumentation or surgical treat- 
ment of the urinary tract, the drug is frequently 
of value, even though elimination of the infec- 
tion is not accomplished. 


Frequently I am asked if the drug is indicated 
in acute infections of the urinary tract. I be- 
lieve it is, although I do not advise reducing the 
fluid intake during the febrile period. It is true 
that a bactericidal urine will not be maintained 
but a bacteriostatic urine will be present. As the 
acute process subsides and the fever recedes, the 
fluid intake may be reduced to the desired level. 


In cases of known renal insufficiency, the use 
of mandelic acid must be undertaken with care. 
In the first place, renal function must be good 
enough to excrete the drug if the desired results 


are to be obtained. In the second place, the 
administration of excessive doses of mandelic 
acid to an individual who has normal kidneys 
will reduce renal function; such doses have 
produced death when given to animals. Con- 
sequently, I feel that the drug should be given 
cautiously whenever there is any impairment of 
renal function and that it should not be given 
when renal function is impaired to any great 
extent. To date, I have not seen any disastrous 
results from the administration of mandelic acid, 
no doubt because we have proceeded cautiously 
at the clinic. In some cases in which the value of 
the blood urea became elevated following the 
administration of the drug, it returned to normal 
as soon as administration of the drug was dis- 
continued. 
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Complications 


With the newer and more concentrated forms 
of mandelic acid, gastric disturbances are oc- 
casionally noted. These may be reduced to a 
minimum if the drug is given after meals and 
if the dosage is reduced during the first twenty- 
four to forty-eight hours. After this period the 
dose “may be gradually increased as the patient 
becomes accustomed to the drug. In some cases, 
other preparations may be substituted with less 
reaction on the part of the individual patient. 

Diarrhea is rarely seen when the newer forms 
of the drug are used, and dysuria is observed 
very rarely. It is open to question whether or 
not it is attributable to the mandelic acid therapy. 

Hematuria has been seen in 1 to 2 per cent 
of cases and has always been microscopic in 
character, with the exception of two cases in 
which gross hematuria was noted. The bleeding 
in every case ceased immediately after discon- 
tinuing the administration of the drug. Certain 
cases have been observed in which microscopic 
hematuria was present during one course of the 
treatment and entirely absent during subsequent 


courses. 

General symptoms are occasionally noted and 
may vary considerably in character and severity. 
Certain patients have experienced tinnitus and 
headaches after taking the drug, and in a few 
cases skin reactions have required the stoppage 
of the medication. 


Similar reactions have been 
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noted after the administration of ammonium 
chloride and ammonium nitrate, and one won- 
ders whether or not the ammonium radical is 
not at fault rather than the mandelate radical. 
Whether or not these general symptoms are the 
result of irritation produced by the drug or 
are attributable to an idiosyncrasy to the drug 
cannot be said; however, when these are pres- 
ent, the physician should proceed with care. 


Summary 


Mandelic acid, when properly given, will pro- 
duce a bactericidal urine. In 90 per cent of cases 
of uncomplicated infection of the urinary tract 
the urine will be rendered sterile. In cases of 
complicated infection the drug will frequently 
reduce the amount of infection present and is 
of help in the preoperative preparation of 
patients for operation. In more than 600 cases 
in which the drug has been given at the clinic, 
we have seen no permanent ill effects. 

If the desired results are to be obtained the 
reaction of the urine must be followed closely. 
The fluid intake must be limited to 1200 c.c. or 
less, and the pH of the urine must be 5.5 or 
below. If the drug is administered to a patient 
whose renal function is decreased, the patient 
should be watched carefully and the administra- 
tion of the drug should be discontinued if any 
signs of renal irritation or decreased renal func- 
tion appear. 





THE TECHNIC OF RADIUM TREATMENT OF CHRONIC 


ENDOMETRIAL HYPERPLASIA* 





G. S. REYNOLDS, M.D. 





The Minnesota State Sanatorium 
Ah-Gwah-Ching, Minnesota 





VEN though the use of irradiation in benign 

uterine hemorrhage is no longer a con- 
troversial topic, the effectiveness of the present 
radium technic might be doubted, as seen in the 
case here presented. A modification of the ap- 
plicator now in use is proposed. 

Keene traced 476 of 527 cases of uterine hem- 
orrhage resulting from myomata or myopathies 
treated with irradiation. Of these, 96 per cent 
were cured, and the mortality rate was 0.18 


*Read before the Upper Mississippi Medical Society, Brainerd, 
Minnesota, 1937. 


Aucust, 1937 


* uterine hemorrhage. 








per cent. Doderlein found only thirteen of 804 
patients for whom irradiation failed to stop 
Corscaden reports uterine 
hemorrhages cured by irradiation in 452 cases. 
In this series, radium was used predominantly. 
Only five of these patients were subsequently 
operated upon for recurrence of hemorrhage. 
This author emphasizes most consistent results 
from the larger dosage. 

Fosdike (quoted by Bowing) maintains that 
radium produces its effect by induction of fibro- 
sis in the uterus and not by its influence upon 
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the ovary. He feels that the claims of the effect 


of intra-uterine radiation on the ovary ignore 
the inverse square law of distance. The ovary is 
3.5 inches distant from the radium. This dis- 


Fig. 1. The improved applicator. 


tance exceeds that at which radium has demon- 
strated its effectiveness upon tissues of this type 
when the usual radium filtration and dosage are 
employed. He describes animal experiments in 
which the radium is placed close to one ovary 
and eight centimeters away from the other 
ovary. The greater distance between radium and 
ovary corresponds to that in human intra-uter- 
ine application of radium. In these experiments 
it was observed that while the closer ovary was 
destroyed, the distant one was unaffected so far 
as microscopic examination revealed. Fosdike 
concluded, therefore, that in the human the 
ovary is beyond the effective range of intra- 
uterine radium as customarily applied. 

This contention is contrary to general opinion, 
yet the following case supports it. Similar, 
though less striking findings have been noted in 
the author’s experience. 


Case Report 


Mrs. C. P., white, female, age thirty-nine, was ad- 
mitted to the hospital on July 26, 1928, complaining of 
abdominal soreness and backache. Menstruation was 
regular and normal. In 1919, her appendix and one 
ovary had been removed. Prior to her admission, she 
had been told that she had a pelvic tumor. Complete 
examination disclosed the diagnoses of postoperative 
pelvic adhesions and uterine fibromyomata. No 
gynecologic treatment was administered at this time. 

She was readmitted to the hospital in June, 1930, 
and at this time her perineum was repaired and radium 
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was inserted into the uterus. The usual short straight 
applicator was used. It contained 100 mg. of radium, 
thus giving an intensity of 25 mg. per cubic centimeter 
throughout its active length of four centimeters, jt; 
total length being five centimeters. Filtration was 
through 0.5 mm. of silver, 1.0 mm. of brass and 19 
mm. of hard rubber. Dosage was the unusually large 
one of 2,000 mg. hours. 

The pathologic report of the preradiation curettings 
examined by Dr. Frank Hartmann reads as follows: 
“Sections show the uterine glands varyiiig moderately 
in size and shape. All of them are lined by rows of 
high columnar epithelium. Interstitial tissue is abun. 
dant and shows some round cell infiltration. There are 
areas of bloody extravasation.” 

In spite of this radiation therapy, the patient was re- 
admitted and a hysterectomy was performed on April 
7, 1931. Examination of the excised uterus and the 
left ovary showed the upper third of the fundus mark- 
edly different from the lower two-thirds. The endo- 
metrium of the lower two-thirds was normal in ap- 
pearance, whereas that of the upper third was covered 
by a thick, shaggy, hemorrhagic mucosa. A stenosis 
of the inner os was apparent, and one active ovarian 
follicle was grossly evident. Excerpts of Dr. Hart- 
mann’s pathologic report, which follow, confirm these 
observations: “The uterus is larger than usual, thick 
walled and contains on the left side a large fibroid 
tumor three centimeters in diameter. It projects into 
the endometrial cavity and is soft in the center. The 
endometrium in this area is smooth and intact. The 
mucosa in the fundus is hyperemic, while the lower 
part of the cavity is lined by a pale musosa, which is 
sharply demarcated from the hyperemic fundal mucosa. 
The left ovary contains a small cyst filled with dark 
liquid blood.” 


From these observations and reports, it is evi- 
dent that the superior third of the large fundus 
was untreated due to the inadequate length of 


the applicator. Coexistence within the uterus of 
a sharply limited area of hyperplastic en- 
dometrium, and an adjacent area of normal en- 
dometrium six months after intra-uterine radium 
treatment indicate that intra-uterine radiation in 
this condition primarily acts through its effect 
upon the endometrium and its blood supply rath- 
er than upon the ovary. 

This evidence, then, confirms the reasoning 
and animal experiments of Fosdike. Further 
proof of the same fact consisted of a stenosis of 
the internal os resulting from proximity of the 
radium and its capsule during treatment. 

In order to insure complete treatment of the 
uterine fundus and to prevent stenosis of the 
internal cervical os in the course of irradiation, 
a new applicator was designed. It varies in 
length, depending upon the number of segments 
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required. An angle of 15 degrees is provided 
at the junction of the proximal and distal por- 
tions, as seen in the accompanying illustration. 
The distal portion is the length of the average 
cervix, and contains no radium. Thus, irradia- 
tion of the cervix, which is unnecessary, and 
consequent cervical stenosis are avoided. Total 
length of the fundal portion depends upon in- 
ternal uterine measurement, as found with a 
calibrated uterine sound. A solid cross bar, 
applied to the cervix outside the external os, 
maintains the radium in the uterus in the desired 
position, and prevents the holder from slipping 
out of grasping range. Ample uterine packing 
maintains the applicator in position and dis- 
places the bladder and rectum away from the 
radiation. 

The advantages of this applicator are readily 
seen. No irradiation of the cervical canal oc- 
curs and stenosis is thus avoided. Complete 
irradiation of the uterine fundus obtains in 
every case. Furthermore, the cross bar makes 
removal of the applicator much less painful 


through avoidance of contraction of the external 


os. 
Summary 


A case is presented showing sharply limited 
areas of chronic endometrial hyperplasia in the 
fundus and normal endometrium in the lower 
two-thirds six months after intensive radium 
treatment. This case confirms Fosdike’s view 
that radium therapy in such cases affects pri- 
marily the endometrium and only secondarily, 
if at all, the ovaries. Consequently, this case 
also substantiates the facts learned by physical 
measurement of radium intensity at the usual 
distance of the human ovary from the radium, 
and the results of animal experiments in regard 
to this point. A modified type of intra-uterine 
radium applicator is described, and the advan- 
tages of its use are outlined. 
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INDICATIONS FOR NEWER ANESTHETICS* 


JOHN S. LUNDY, M.D. and EDWARD B. TUOHY, M.D., M.S. (Anes.) 


Rochester, Minnesota 


Eb heee newer anesthetic agents that will be con- 

sidered briefly are metycaine, cyclopropane, 
evipal soluble (sodium n-methylcyclohexenyl 
methyl malonyl urea) and pentothal sodium (so- 
dium ethyl I-methyl butyl thiobarbituric acid). 

Cyclopropane is an inflammable and explosive 
anesthetic gas and must be administered with 
oxygen by the soda-lime absorption technic. 
Therefore, its use is indicated when an inflam- 
mable general anesthetic agent may be used, 
when pulmonary disease is present, and when a 
general anesthetic agent is to be used. It is par- 
ticularly indicated in thoracic operations, such as 
thoracoplasty, in cases in which marked pulmo- 
nary disease is present. Because of the large per- 
centage of oxygen used with cyclopropane and 
because respirations do not become labored, cy- 


*From the Section on Anesthesia, The Mayo Clinic, Roch- 
ester, Minnesota. Read before the meeting of the Minnesota 
State Medical Association, St. Paul, Minnesota, May 3, 1937. 
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clopropane is indicated as a supplementary in- 
halation anesthetic when spinal anesthesia has 
been inadequate, too short, or has been associ- 
ated with vomiting. It is indicated as an agent 
for inducing anesthesia quickly, for the intro- 
duction of the intratracheal tube, especially if the 
throat has been sprayed with a local anesthetic 
agent and anesthesia is to be induced subse- 
quently. The patient remains asleep just long 


“enough for the introduction of the Magill intra- 


tracheal tube, which is a soft rubber tube of 
large bore. The tube is greased and introduced 
through the nose. In more than 60 per cent of 
the cases it will enter the glottis and trachea 
without difficulty and it will not be necessary to 
check its progress by intra-oral examination of 
the pharynx. If, however, it does not enter 
readily, anesthesia may be reinduced, the mouth 
opened, and a lighted tongue depressor or the 
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laryngoscope may be used to introduce the tube 
through the mouth or the nose. Our knowledge 
of cyclopropane is not sufficiently established so 
that we are certain of its untoward effect upon 
the heart, and so we feel that it may not be in- 
dicated in cases of cardiac disease. However, 
we are more or less certain that the technic of 
its administration is safer if the pulse is palpat- 
ed throughout the period of induction than 
if the pulse is not palpated. It seems to us 
that certain patients do not tolerate cyclopro- 
pane as well as others, and this is reasonable 
because it is true of many other anesthetic 
agents. Whenever the pulse begins to alter 
noticeably in its character and its fullness, we 
feel that a further concentration of cyclopro- 
pane in the inspired gases should not be brought 
about, but rather that the cyclopropane already 
present should be diluted either with nitrous ox- 
ide or oxygen. If this is not sufficient to bring 
the patient to the proper state of anesthesia, 
ether should be added rather than more cyclo- 
propane. If this technic is followed there will 
be fewer contraindications noted in the admin- 
istration of cyclopropane than otherwise. Pre- 
liminary medication is indicated, we think, prior 
to the administration of cyclopropane. The pre- 
medication usually consists of pentobarbital so- 
dium (nembutal) 1% grain (0.097 gm.) the 
night before operation, followed in the morning 
by 1% grain (0.097 gm.) of pentobarbital so- 
dium, 1/6 grain (0.01 gm.) of morphine sul- 
phate, and 1/150 grain (0.0004 gm.) of atropine 
sulphate, given thirty to forty minutes before 
anesthesia is induced. However, if the patient 
is at all sensitive to drugs, they may be omitted. 
Where one previously has used ethylene, cyclo- 
propane may be considered applicable unless the 
patient does not react favorably to it. 
Tribrom-ethanol (avertin), although not en- 
tirely new, warrants consideration. It may be 
administered to persons of all ages but seems to 
be especially valuable when administered to chil- 
dren, who tolerate it with relative safety, in 
fact, better than do adults. Preliminary medi- 
cation is not necessary with avertin, although it 
may be used. The dose should not be larger 
than that required to produce basal anesthesia. 
This dose can then be supplemented, if neces- 
sary, by local anesthesia or inhalation anesthesia, 
or both. The solution of tribrom-ethanol is not 


518 


as convenient to prepare as solutions of the bar. 
biturates, as it must be mixed with water at a 
definite temperature and tested with Congo reg 
indicator to determine whether or not it is ys. 
able. Its use in obstetric practice is no more 
valuable than the administration of olive oil and 
ether by rectum. It is indicated in cases in which 
conditions must be fireproof and in cases jp 
which the patient is nervous. It is especially jn. 
dicated in cases in which the patients are chil- 
dren who are less than ten years of age, when 
one would usually wish to use a general anes- 
thetic, but an inhalation anesthetic is to be 
avoided. It is an advantage sometimes to intro- 
duce the intratracheal tube in a case in which an 
anesthetic dose of tribrom-ethanol has been ad- 
ministered. This drug may be used advanta- 
geously in many cases in which the intratracheal 
method of administering nitrous oxide and oxy- 
gen is not available. 


Metycaine*® is a local anesthetic which is also 
a surface anesthetic; it may be used as a spray 
in the throat, as an infiltration anesthetic in the 
eye or in the urethra. It may be injected to pro- 
duce infiltration anesthesia and it may be used 
to produce block anesthesia and spinal anesthe- 


sia. A 1 per cent solution of metycaine seems to 
produce quicker and longer anesthesia than does 
a l per cent solution of procaine. This seems to 
be especially true in block anesthesia. Metycaine 
is compatible with epinephrine and cobefrin, and 
this addition prolongs anesthesia and makes a 
less bloody field than otherwise. Metycaine is 
especially indicated in cases in which a sensitiv- 
ity to procaine has developed, but even then a 
patch test will usually reveal whether or not the 
patient is more sensitive to the procaine than he 
is to the metycaine. It is also indicated in the 
practice of a surgeon or a dentist who has pro- 
caine dermatitis. In most instances he can use 
metycaine without suffering from its use. We 
feel that metycaine is indicated then as a sub- 
stitute for procaine whenever there is any spe- 
cial reason to avoid procaine, and that it has sur- 
face anesthetic properties which procaine does 
not have in any marked degree. 

Evipal soluble and pentothal sodium,? when 
administered intravenously, bring about anesthe- 
sia quickly, and have a transient effect. This 
method of inducing general anesthesia is the 
least unpleasant of all from the standpoint of 
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the patient. We feel that it is contraindicated in 
cases in which the patients are children who are 
fess than ten years of age, in cases in which re- 


anesthetic were used. It is indicated for enceph- 
alography and ventriculography, in cases in 
which patients are unmanageable or intolerant 
of pain, or whose condition or age makes them 
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spiratory obstruction is likely to develop during 
operation, in cases of dyspnea, especially if the 
condition is pulmonary, or if marked and of car- 
diac origin. We have found that the patient 
should be able to lie on his back and breathe 
without dyspnea as far as the heart is concerned, 
if he is to be given one of these agents. These 
agents are indicated when fireproof conditions 
are essential and a general anesthetic is desired. 
The method is indicated for short operations in 
which pronounced relaxation is unnecessary, and 
for patients who must have a general anesthetic 
and cannot tolerate the application of a mask to 
the face because of painful conditions due to 
some defect or lesion or as a result of a previous 


operative wound. It is indicated in the control 


of convulsions whether they occur in connection 
with general anesthesia or are the result of teta- 
nus, strychnine poisoning, eclampsia, or any 
By thus controlling the symp- 
tom, measures for the control of the condition 
may be instituted before the patient succumbs 
to the complication. Intravenous anesthetics are 
doses for the induction of 
anesthesia, to be maintained by inhalation anes- 
thesia in cases in which patients are exceedingly 
nervous and have suffered from extreme nausea 


other condition. 


indicated in small 


following the administration of previous general 
inhalation anesthetics. They are also indicated 
for the and packs which 
would otherwise be painful, for the resuturing 
of wounds, for the removal of foreign bodies, 
and the biopsy of lymph nodes or lesions which 
are so small that they might be lost if a local 


removal of drains 


uncooperative. It is indicated for bronchoscopy 


or esophagoscopy in certain cases, provided that 


the throat and passages to be examined are an- 
esthetized with a local anesthetic agent before- 
hand, the same as though the intravenous anes- 
thetic were not to be used. It is not indicated 
for laparotomy except in unusual cases, nor for 
operations on the throat, as the pharyngeal re- 
flex is not dulled, but in some cases is increased 
in activity. 

An intravenous anesthetic may be used in con- 
junction with other diagnostic measures in esti- 
mating preoperatively the values for the blood 
pressure that will probably result from surgical 
measures to relieve hypertension.’ 

Pentothal sodium should be used in 5 per cent 
solution, by the intermittent technic, using a pa- 
per or cotton “butterfly”* to indicate that the 
respiratory passage is patent and being used. 
Anesthesia is best induced in thirty rather than 
ten seconds. The relative safety of this anes- 
thetic agent depends on the caution and judg- 
ment as to how and when it should be used. 
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COSMETIC DERMATITIS* 


FRANCIS W. LYNCH, M.D. 
Saint Paul, Minnesota 


LTHOUGH cosmetic dermatitis does not 
affect the patient’s health, it is a distressing 
complaint which deserves recognition and treat- 
ment. Its correct diagnosis is of further im- 
portance because a large number of cases of 
dermatitis are thus removed from that diagnostic 


*Read before the annual meeting of the Minnesota State 
Medical Association, St. Paul, Minnesota, May 4, 1937. 
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catch basket, eczema. Many additional cases of 
cosmetic dermatitis have probably been diag- 
nosed in the past as ringworm or seborrheic 
dermatitis. 

Any external application used to improve 
one’s appearance is a cosmetic. Thus the term 
cosmetic dermatitis refers to eruptions from 
causes and on many from the 


many areas, 
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scalp as a result of dyes or tonics to the toes 
after the use of a nail lacquer. Because of the 
large number of manifestations of dermatitis 
from cosmetics, their description would require 
considerable time and space. It will be more 
profitable to restrict the discussion at this time 
to the more limited sense of the term, referring 
only to eruptions on the face and neck resulting 
from preparations in common use, such as 
soaps, creams and powders. 

Cosmetic dermatitis is fairly common because 
of the general use of preparations capable of 
producing such eruptions even though no pop- 
ular brand of cosmetics is likely to cause any 
large number of reactions. One reason that 
physicians do not see many cases of cosmetic 
dermatitis is the patient’s recognition and re- 
moval of the cause of the eruption before the 
dermatitis has become severe enough to require 
professional attention. Questioning of women as 
to such experience indicates that it is by no 
means uncommon. Another reason the diagnosis 
of cosmetic dermatitis is uncommon is the tend- 
ency of the physician to regard these eruptions 
as examples of other conditions with which he 
is more familiar. 

The diagnosis of cosmetic dermatitis is not 
always acceptable to the patient. The millions 
spent in advertising the miracles to be expected 
from cosmetics (with no mention of any pos- 
sible ill effects) produce a state of mind un- 
receptive to a tentative or inconclusive diagnosis 
suggested by the physician. Two objections to 
this diagnosis are commonly offered by the 
patient: (1) the high quality of the preparations 
she uses; and (2) their previous use by herself 
or her friends without ill effect. 

Even thongh the ingredients may be expensive, 
this quality is no index of the likelihood of idio- 
syncrasy in the purchaser. Since the price paid 
for a cosmetic depends far less on the cost of the 
ingredients than on the advertising and merchan- 
dising methods employed, that price is a poor 
criterion of the ability of the cosmetic to pro- 
duce dermatitis. Whether the price be high or 
low there is a possibility of dermatitis. 

The second objection raised by the patient 
(previous use without ill effect) is more reason- 
able but is easily explained by the fact that in 
idiosyncrasy a previous application of the irritant 
factor is probably necessary to sensitize the in- 
dividual. In some instance the time required for 
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sensitization is short, in others it may be many 
months. Thus the patient’s history as to the 
length of time of previous use of the cosmetic 
may vary considerably. It is not necessary that 
the cosmetic acting as the precipitating cause has 
been previously applied, because the sensitizing 
application may have been produced by another 
preparation containing the same or a closely re- 
lated substance. 

In most instances of dermatitis from creams 
or powders either the dye or the perfume con- 
tent of the preparation causes the reaction. The 
alkali content of soap is generally regarded as 
the cause of dermatitis although some recent ob- 
servations suggest that this conception may be 
an error and that the color or scent are more 
commonly .at fault. With medicated soaps a 
further possible cause of dermatitis lies in the 
antiseptic gontent. 

The manner of development of cosmetic der- 
matitis may be either chemical irritation or 
sensitivity (idiosyncrasy). In many instances 
it is difficult or impossible to distinguish between 
these two types of reactions but in general it 
may be stated that chemical irritation requires 
no sensitization by previous contact (that is, 
the very first application may result in an in- 
flammatory reaction), while in true allergy the 
first application of the irritant produces no 
reaction, is followed by a latent period during 
which sensitization develops, and a later applica- 
tion results in a dermatitis. 

Cosmetic dermatitis resulting from chemical ir- 
ritation differs from an acid burn chiefly by the 
degree of the reaction. In both instances the ir- 
ritant produces direct damage to the cutaneous 
tissues. Repeated damage of this type may result 
in a chronic inflammatory reaction which resembles 
eczema or chronic dermatitis of other etiology. 
One attempts to differentiate this mechanism 
from true idiosyncrasy or allergy to external 
applications resulting in contact dermatitis or 
eczema. The dividing line between chemical 
burns and contact dermatitis is thus not always 
clear and classification of cosmetic dermatitis 
into two groups, chemical irritation and idiosyn- 
crasy, may not be entirely justified. 

Those cases of cosmetic dermatitis resulting 
from idiosyncrasy or sensitivity can be classified 
with contact dermatitis (of which a common ex- 
ample is poison-ivy dermatitis). Most if not 
all such reactions depend on one or more pre- 
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liminary or sensitizing exposures to a substance 
not irritant per se, but resulting in a changed 
reaction of the individual, so that later contact 
with the same agent results in a dermatitis. The 
relationship of contact dermatitis and cosmetic 
dermatitis to allergy is not completely clear. 

Inflammatory reactions resulting from the use 
of bleaches, freckle-removers or other scaling 
preparations are rather common and are usually 
regarded as examples of chemical irritation al- 
though some instances apparently result from 
true sensitization. Another group of eruptions 
more familiar to older observers includes derma- 
titis from hair dyes and tonics; some of which 
are manifestations of chemical irritation and 
others result from idiosyncrasy to the drugs or 
dyes. Observation of these eruptions has aided 
in demonstrating that a cosmetic preparation ap- 
plied to one area of the body may result in an 
eruption limited to, or more severe on, an adjacent 
cutaneous area. In spite of the fact that the 
irritant has been applied only to the scalp, no 
dermatitis need appear on that area but the 
eruption may be very severe and extensive on 
the face. 

The nature of preparations used on the eye- 
lashes and brows is similar to that of hair dyes 
and their use can result in severe dermatitis of 
the eyelids and even in damage to the eye it- 
self as from preparations such as Lash-lure. 

Eruptions resulting from sensitivity to lip- 
stick are relatively common because of the high 
dye content of such preparations. In its simplest 
form the reaction presents as a scaling of the 
lips (cheilitis exfoliativa). More severe in- 
flammation may be observed and the eruption 
may even extend to the adjacent cutaneous areas. 

A unique manifestation of dermatitis from 
cosmetics is the irregular hyperpigmentation of 
the checks and neck resulting from the appli- 
cation of toilet waters or perfumes. The presence 
of certain volatile oils in such preparations may 
sensitize the skin to subsequent exposure to sun- 
light and thus produce inflammation and hyper- 
pigmentation which is spoken of as Berlock 
dermatitis. 


Another form of hyperpigmentation is oc- 
casionally observed after the application of pow- 
ders or creams containing lead or other metals 
(iron, mercury). Small granules of the metal 
may be deposited in the skin giving a stippled 
effect with a permanent tattoo. 
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The above mentioned forms of cosmetic der- 
matitis have been recognized for many years. 
There are in addition a number of less common 
eruptions due to eyewashes, mouth washes and 
dentifrices, astringent lotions, acne creams, de- 
pilatories, anti-sudorifics, and nail lacquers. Much 
more common, but less familiar because not 
properly classified until recent years, are those 
eruptions of the face and neck resulting from 
the use of powders, creams and soaps. The ap- 
pearance and location of such eruptions make 
the diagnosis less obvious, and the daily use of 
the offending cosmetic makes the history less 
significant. These are the eruptions to be spoken 
of as cosmetic dermatitis in the following dis- 
cussion. 

Diagnosis 

A diagnosis of cosmetic dermatitis should be 
considered in any patient presenting a dermatitis 
of the face and especially the eyelids. Creams 
and powders more often produce subacute or 
chronic inflammations whereas the appearance 
of acute symptoms suggests the group of special 
cosmetics previously mentioned. In cases of 
severe contact dermatitis of the face, a history 
of other contact is usually volunteered or easily 
obtained. 

The clinical manifestations of cosmetic der- 
matitis caused by powder, cream or soap are not 
specific and such a diagnosis will be made only 
if one considers it as a possibility in all instances 
of pruritus, erythema, papular dermatitis or hy- 
perpigmentation of the face and neck. 

The eruption is frequently limited to the 
eyelids and neck because these areas are more 
sensitive to all irritants than are the cheeks, 
forehead and chin. At the onset of the erup- 
tion a slight itching or burning sensation is 
followed by redness and some degree of edema 
of these areas. If the eruption is limited to the 
cheeks or chin these signs are less pronounced 
-and there is more tendency to development of 
a subacute dermatitis with small red or reddish 
brown miliary papules. It is seldom that vesicu- 
lation or a moist dermatitis results from cos- 
metics in common use. 

As the eruption becomes more chronic the 
erythema changes to a reddish brown and then 
to a definite hyperpigmentation; the edema be- 
comes a more brawny thickening, leading to 
lichenification. Scaling is also observed after 
the acute stage. 
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It is clear from this description that the clin- 
ical manifestations of dermatitis from soaps, 
creams or powders are practically identical and 
that they are not very different from many 
other types of dermatitis. The appearance of the 
eruption is not indicative of the particular ir- 
ritant and depends much more upon the cutane- 
ous characteristics of the individual than upon the 
external agent. Some hypersensitive individuals, 
for example, will respond with acute changes 
such as edema and vesiculation and others react 
to the same irritant with pigmentary changes and 
only a slight degree of inflammation. Thus as 
the eruption becomes more chronic it also be- 
comes more difficult to differentiate from derma- 
titis of other etiology. 

As a rule the untreated eruption of cosmetic 
dermatitis progresses to a certain stage, which 
may vary in different cases, and then tends to 
persist without further extension. Seldom does 
spontaneous desensitization occur and the erup- 
tion disappear without removal of the irritant, 
although appropriate treatment may result in 
considerable improvement even when the offend- 
ing cosmetic has not been removed. Such a re- 
sponse to therapy without removal of the cause 
may mislead the diagnostician. 


Differential Diagnosis 


Individuals in whom the course of cosmetic 
dermatitis is subacute or chronic frequently pre- 
sent eruptions clinically indistinguishable from 
those due to sensitivity to ingested foods or in- 
haled allergens, instances of true atopy. Patients 
with cosmetic dermatitis are often subjected to 
skin tests for foods and pollens under the false 
impression that they are suffering from atopic 
eczema. Since the eruptions may be identical, 
one may be helped by a personal or familial his- 
tory of atopy in the eczema patient. The asso- 
ciation of symptoms of mucous membrane al- 
lergy such as conjunctivitis, rhinitis or coryza 
also suggest that the eruption may be atopic in 
nature and it has been observed by Dr. Rusten 
of Minneapolis that a persistent pruritus of the 
submental region is a common complaint in such 
cases and may help to differentiate them from 
instances of cosmetic dermatitis of the contact 
type. 

Many reddened slightly scaling patchy erup- 
tions of the face and neck have previously been 
regarded as ringworm or as seborrheic eczema 
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or dermatitis, less because of their clinica! fea. 
tures than because of their behavior under ap- 
propriate therapy. More careful analysis of 
these eruptions may frequéntly lead to their dj. 
agnosis as cosmetic dermatitis. In persons hay- 
ing the seborrheic type of skin, sensitivity to 
cosmetics may result in a dermatitis closely re. 
lated to the older conception of seborrheic der- 
matitis. Such a relationship should be empha- 
sized in connection with the earlier statement 
that the type of eruption resulting from cos. 
metics depends more on the individual than on 
the external agent. This is not to be regarded 
as a denial of the existence of seborrheic der- 
matitis. 

Another group of eruptions which are diff- 
cult to differentiate from cosmetic dermatitis is 
contact dermatitis of the same areas due to other 
irritants such as clothing (wool or silk sensitiv- 
ity), sensitivity to dyes (from clothing or fur), 
or to plants (of which primrose is the most fa- 
miliar example). It is obvious that on exposed 
areas such as the face and neck numerous ex- 
ternal agents may produce a dermatitis in hyper- 
sensitive individuals. Since the mechanism of 
development of the dermatitis may be the same 
regardless of the nature of the irritant, it is ob- 
vious that clinical differentiation of the etiologic 
agent in contact dermatitis is frequently impos- 
sible. Although the diagnosis of cosmetic der- 
matitis may be suggested by the appearance of 
an eruption, differentiation from other condi- 
tions is impossible without a confirmatory his- 
tory or by positive reaction to patch tests. 

In some cases a careful history will confirm 
the diagnosis ; in other cases a suspected diagno- 
sis must be confirmed by clinical tests, either by 
ordinary application of the cosmetic or by the 
patch or contact test, which is familiar from 
use in testing of other cutaneous irritants. The 
results of such tests are not always accurate be- 
cause of the different conditions under which the 
cosmetic may have been applied. The applica- 
tion which produced the dermatitis may have 
been massive in comparison with the test dose; 
there may have been a cumulative action preced- 
ing the dermatitis; the dermatitis may have re- 
sulted from a combination of cosmetics which 
produce no reaction when tested singly. Treat- 
ment of the dermatitis frequently results in tem- 
porary desensitization. The development of the 
eruption may have been influenced by external 
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factors, such as exposure to sun or wind, or 
other trauma either before or after application 
of the cosmetic. 

The application of the test to an area distant 
from the dermatitis may lead to error because of 
different physiologic conditions, such as varia- 
tions in sweat and sebaceous gland secretion, or 
because the facial skin may have already given 
evidence of an eczematous tendency, thus mak- 
ing it more sensitive to materials which are nor- 
mally non-irritant. 

Positive reactions to either clinical or patch 
tests may be accepted as reasonably accurate, but 
the absence of a reaction must be regarded’ as 
inconclusive. In doubtful cases of cosmetic der- 
matitis a positive reaction to the patch test will 
be most helpful to the physician in his diagnosis 
and a series of such tests may aid the hypersen- 
sitive patient in choosing the proper cosmetics 
for future use. Since there is a tendency for 
many patients and most cosmetic manufacturers 
to deny that the dermatitis is a result of a given 
cosmetic, the test may be invaluable in support- 
ing the diagnostician. 


Therapy 


Cosmetic dermatitis seldom affords much of a 
therapeutic problem after identification and re- 
moval of the irritant. Local therapy is usually 
indicated for relief of the burning or itching 
and for reduction of the inflammation; boric 
acid ointment or Lassar’s zinc paste are often 
prescribed. If a dermatitis with small papules 
or papulo-vesicles is present an anti-pruritic or 
mildly astringent lotion may be more satisfac- 
tory. 

The edema and redness accompanying a se- 
vere acute dermatitis may be relieved by the ap- 
plication of cold compresses of gauze moistened 
with diluted Burow’s solution. As the process 
becomes less acute the treatment may be changed 
to a mild ointment or paste, as suggested above. 

In the more chronic cases a mild (1 to 5 per 
cent) icthyol or crude coal tar paste will be re- 
quired. It should be applied three or four times 
daily, and relieves the symptoms promptly. The 
inflammatory thickening and hyperpigmentation 
are more resistant to therapy, requiring weeks or 
even months to disappear. When lichenification 
has arrived at an advanced stage, roentgen ra- 
diation will usually be required, and is the only 
treatment likely to give good results. 
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As a general rule, the longer the eruption has 
been present, the slower is its response to ther- 
apy. Eruptions of short duration frequently 
disappear within forty-eight hours after their 
recognition and the institution of appropriate 
therapy. 


Non-allergic Cosmetics 


No discussion of cosmetic dermatitis is com- 
plete without reference to “non-allergic cosmet- 
ics.” The first purpose of these cosmetics was 
the removal of substances such as orris, starch 
and rice, which may result in coryza, rhinitis, or 
asthma in hypersensitive individuals. There has 
also been an attempt to prepare cosmetics con- 
taining only those ingredients least likely to re- 
sult in dermatitis. Such preparations have been 
recommended for use in patients suffering from 
cosmetic dermatitis. In addition to these stand- 
ard preparations, some manufacturers offer to 
cooperate with the physician in producing a 
product non-allergic for an individual patient, 
admitting that some persons may be sensitive 
even to “non-allergic” cosmetics. 


In the care of cosmetic dermatitis it is fre- 
quently advisable not to allow the use of cos- 
metics for the first twenty-four to forty-eight 


hours of observation and treatment of these pa- 
tients. At this point the profession was handi- 
capped in its attempts to treat cosmetic dermati- 
tis previous to the development of non-allergic 
cosmetics. Regardless of the physician’s order 
not to use any cosmetic preparations during the 
time necessary for treatment of the dermatitis, 
many women failed to codperate, thinking that 
the occasional use of a cosmetic could not do 
much harm. One may now allow the use of a 
non-allergic line of cosmetics in cases under 
careful observation, with mental reservation as 
to possible reactions. 

If the patient’s history is sufficiently clear to 
incriminate a single preparation as the cause of 


“her cosmetic dermatitis, it is not always neces- 


sary to discontinue the use of her other cos- 
metics or order her to us non-allergic cosmetics. 
Non-allergic cosmetics provide the profession 
with a substitute to suggest rather than complete 
non-use of cosmetics by sensitive individuals. 
After the dermatitis has subsided, the patient 
may wish to return to some of her familiar cos- 
metics, which may then be tested singly by patch 
tests or by the ordinary use of one preparation 
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at a time under careful observation until the 
cause of the dermatitis has been identified. 

One cannot criticize the manufacturers of 
non-allergic cosmetics for suggesting a further 
prophylactic use of such preparations, particu- 
larly in those individuals presenting other cuta- 
neous disease as evidence of a sensitive skin, or 
a history of allergy as evidence of idiosyncrasy. 


Summary 
Cosmetics such as soaps, face creams and 
powders are common causes of dermatitis in 
hypersensitive individuals. 
Cosmetic dermatitis varies in severity from a 
mild transitory erythema and burning of the 


eyelids to a chronic dermatitis with lichenifica. 
tion of extensive areas on the face and neck 
It closely resembles contact dermatitis of other 
etiology, atopic eczema and mild instances of 
seborrheic dermatitis. 

The diagnosis of cosmetic dermatitis may be 
confirmed by a careful history, by clinical tests 
with the suspected cause, or by patch tests. 

Relief is obtained by removal. of the irritant 
and by simple therapeutic procedures. 

“Non-allergic” cosmetics are of value in the 
treatment of cosmetic dermatitis and for subse. 
quent use in order to prevent recurrences of the 
eruption. 





TREND OF MATERNAL MORTALITY IN MINNESOTA* 


ROBERT D. MUSSEY, M.D. 
Rochester, Minnesota 


NUMBER of statistical reports have ap- 

peared relating to maternal and infant 
mortality in the birth registration area of the 
United States and comparing the maternal and 
neonatal mortalities of the various states and 
those of other countries. As maternal and neo- 
natal morbidity and mortality are the special 
concern of this Society, it seems proper at this 
first annual meeting to discuss the trend of mor- 
tality rates in the State of Minnesota as com- 
pared with other states and to mention briefly 
certain factors which influence these rates. It 
should not be too much to hope that the con- 
tinued codrdinated, intelligent effort of those 
particularly interested in the care of the preg- 
nant woman will assist in influencing these rates 
favorably. 

Comparison of maternal mortality rates in the 
United States with those in foreign countries is 
a subject the mere mention of which causes an 
immediate defense reaction in the minds of some 
American physicians. However, it is appro- 
priate to this subject and I will deal briefly with 
it. The Children’s Bureau of the United States 
Department of Labor published in 1935 a study 
by Elizabeth Tandy on the comparability of the 
maternal mortality rates in the United States and 
in certain foreign countries. In this study Dr. 
Tandy showed the unenviable position of the 


*Presidential address read before the Minnesota Society of 
Obstetrics and Gynecology, April 17, 1937, Rochester, Minne- 
sota. 
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maternal mortality rate in the United States as 
compared with that in other countries. This rate 
is not changed appreciably when similar methods 
of statistical collection are employed for the 
various countries. In her conclusions she said: 


“The study shows, First: that the methods of as- 
signment in use in Australia, Netherlands, New Zea- 
land, and Scotland are similar to that in the United 
States, and the official mortality rates are directly 
comparable within a small margin of error; that under 
the method of Denmark .. . the rate would be... 
higher and that under other countries included in 
the study, Canada, Chile, Czechoslovakia, England 
and Wales, Esthonia, France, Irish Free State,. Italy, 
Northern Ireland, Norway, and Sweden .. . the rate 
for the United States would be somewhat lower. 

“Second: That differences in mehods of assignment 
(of causes of death) are insufficient to explain the 
high mortality of the United States as compared with 
foreign countries. . . . The official figure of the United 
States, which in the last few years has exceeded that 
of every other country except Scotland, remains high 
no matter what assignment is used. . . . Difference in 
definition of live birth is shown to have a negligible 
effect upon maternal mortality rates. Incompleteness 
of birth registration has more weight, but it, too, is 
insufficient to account for more than a few points of 
the excess of the United States rates over those of 
most foreign countries. Neither factor is of great 
importance in connection with comparability.” 


There is a great variation in maternal mortality 
in the various states, but in most of them there 


has been little reduction in either the total 
maternal mortality or in the mortality from 


MINNESOTA MEDICINE 


puerper 
area W< 
tality tT 
In 193 





nited 
ectly 
inder 


d in 
sland 
taly, 

rate 


ment 
the 
with 
nited 
that 
high 
e in 
vible 
Ness 
9, is 
s of 
2 of 
reat 


ality 
1ere 
otal 
rom 


CINE 


MATERNAL MORTALITY IN MINNESOTA—MUSSEY 


puerperal sepsis. When the birth registration nal mortality for the ten states and the District of 
area was established in 1915, the maternal mor- Columbia which originally comprised the birth 
tality rate was sixty-one per 10,000 live births. registration area dropped from sixty-seven in 
In 1934 it was fifty-nine per 10,000, and for 1921 to fifty-five per 10,000 in 1934. 
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both years the rate for sepsis was twenty-four The maternal death rate in Minnesota has 
per 10,000 live births. That these figures are been relatively low in comparison with that for 
not entirely comparable is evident, as the mater- the United States birth registration area since 
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1915 (Fig. 1).* It has been among the ten lowest 
rates every year except 1920, when it was tied 
for eleventh place with Utah. Minnesota has 
been among the three states with the lowest rate 


cr ———1- + 


this period. Within Minnesota itself the maternal 
mortality remained consistently lower in rurq 
than in urban areas (Fig. 2), ranging from fifty. 
four in 1915 to forty per 10,000 jive births in 1935 


CAUSES OF MATERNAL DEATHS IN MINNESOTA—1936 
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twelve times in twenty years; if graded on its 
relative position each year it would place next to 
low in an average of the states in the registra- 
tion area for the twenty years. Connecticut has 
the lowest average maternal mortality rate for 


*The author wishes to express his gratitude to Mrs. Gerda 
Pierson, Director of the Division of Vital Statistics, State of 
Minnesota, for furnishing the data on maternal mortality. 
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in rural areas.* The consistently higher maternal 
death rate in urban areas may be influenced by 
several factors, for example: the higher propor- 
tion of deaths from abortion in urban as com- 
pared to rural areas, and the transportation of 
parturient women with complications to urban 


*Statistics collected on the basis of 1,000. 
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hospitals and the deaths in urban hospitals of 
women who were delivered in rural areas. In 
1936, there were 198 maternal deaths in Min- 
nesota. These are allocated according to cause in 


and a less spectacular drop from 65.4 to 45.2 per 
1,000 live births in rural areas. 

During this period from 1915 to 1935, live 
births per 1,000 estimated population have 
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Figure 3. Forty-six (23.2 per cent) were due to 
puerperal sepsis, and thirty-one (15.6 per cent) 
were caused by eclampsia; twenty-five (12.6 per 
cent) were due to abortion and twenty-one (10.6 
per cent) to puerperal hemorrhage. 

It is of interest to note that the deaths of in- 
fants of less than one year of age per 1,000 live 
births each year in Minnesota has been consist- 
ently lower than the average for the United 
States birth registration area (Fig. 4). This has 
dropped from seventy for Minnesota and 100 
for the area average in 1915 to forty-four for 
Minnesota and fifty-five for the entire area in 


1935. Data for comparison of neonatal deaths . 


(those under two weeks) in Minnesota and in 
the United States birth registration area were 
not available until 1921. From 1921 to 1934 
the neonatal deaths have dropped from 32.8 
per 1,000 live births in Minnesota and 33.6 in the 
birth registration area to 28.5 and 29.9 respec- 
tively (Fig. 5). Within Minnesota, comparison 
between deaths of infants less than one year of 
age in urban and rural areas shows a drop from 
75.6 in 1915 to 35.3 in 1935 for the urban areas 


Aucust, 1937 


dropped from 24.6 to 17.5 in Minnesota and 
from 25.1 to 16.9 in the birth registration area 
of the United States. 


A study of stillbirths is being made by the 
Children’s Bureau with the codperation of the 
Sub-Committee on Stillbirths of the American 
Public Health Association. The purposes of this 
study, which is now being made in 216 hospitals 
widely scattered over the United States, as stated 
are: 

“(1) To obtain statistical information regarding 
fetal and maternal conditions, associated with fetal 
mortality in hospitals . . . (2) To make possible the 
development of a classification of causes of stillbirth 
(fetal and maternal) . . . (3) To further the develop- 
ment of a special certificate for registration of still- 
births which will serve as a base for comparable statis- 
tics for the various states.” 

A preliminary report has been made of the 
first 1,000 stillbirths studied. About 15 per cent 
of these may be assigned to nonpuerperal con- 
ditions of the mother, the most important be- 
ing syphilis (7 per cent), chronic nephritis (3 
per cent), diseases of the circulatory system (2 
per cent), and diseases of the respiratory sys- 
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tem (1 per cent). About 59 per cent of these 
stillbirths are assignable to conditions of the 
puerperal state: albuminuria (9 per cent), other 
toxemias (8 per cent), antepartum and intra- 
partum puerperal hemorrhage (16 per cent), and 
to accidents of childbirth (20 per cent). No 
cause of importance with reference to the mother 
was reported for about 25 per cent of stillbirths. 

A study has been made by the Children’s Bu- 
reau of 7,380 maternal deaths due to puerperal 
causes occurring in fifteen states during the 
years 1927 and 1928. The report of this study 
showed several factors which influenced the 
maternal death rate: Chief among these factors 
appear to be maternal care, abortions, the ques- 
tion of aseptic technic, operative deliveries, the 
management of eclampsia and pre-eclamptic tox- 
emia and hemorrhage. On the question of ma- 
ternal care, for example, it was found that 9 
per cent of the patients received no medical 
attention at all or else only when dying. In 15 
per cent of cases death followed abortion, and of 
the remainder 54 per cent had had no prepartum 
care. In fact only half of those who consulted 
a physician had any prepartum care, and only 1 
per cent had first-rate prepartum care. The 
greater proportion of those dying of eclampsia 
had had poor prepartum care. In 43 per cent of 
cases the physician did not see the patient until 
the time of delivery. Of the 4,965 women who 
reached the last trimester of pregnancy, among 
only 899 was hospitalization known to be plan- 
ned, but 1,072 more were admitted as emergency 
cases and 608 were admitted following delivery. 

In only 48 per cent of the 3,619 cases in 
which a report was obtained from the physician 
was an aseptic technic said to have been used. 
However, the deaths of 73 per cent of 1,825 
women who died following abortion were at- 
tributed to puerperal septicemia. A careful study 
of the records following operative delivery, not 
including cesarean section, indicates that 40 per 
cent of the deliveries were probably not carried 
out under aseptic conditions; 47 per cent of the 
women dying after cesarean section were prob- 
ably septic. 

Of these 4,965 women who reached the last 
trimester, more than 45 per cent had operative 
deliveries or operative deliveries were attempted. 
Of 718 deaths following forceps operation, 35 
per cent were due to eclampsia, 26 per cent to 
sepsis, 7 per cént to embolus and 5 per cent to 
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placenta previa. There were 618 versions, 
ninety-eight following attempted delivery by for- 
ceps; 272 versions followed artificial dilatation 
of the cervix. Cesarean section was carried out 
for 11 per cent of the women who reached the 
last trimester and for whom there was a report 
on operation for delivery. Regarding those who 
died following cesarean section, eclampsia was 
given as the cause of death, alone or in combin- 
ation, in 165 cases, preéclamptic toxemia in 
forty-seven cases, and uremia in twenty-seven 
cases—or nearly 45 per cent of the total. 

Sixty per cent of eclamptics were in convul- 
sions or coma when first seen by a physician. 
Often the delivery was too radical, although in 
some instances of preéclampsia the management 
seems to have been too dilatory. 

Puerperal hemorrhage accounted for 11 per 
cent of the deaths. Placenta previa was fre- 
quently not treated properly. Often early bleed- 
ing was not heeded sufficiently by patient or 
physician. Too often the cervix was artificially 
dilated, followed by version and immediate ex- 
traction. In 408 cases in which patients died 


of placenta previa there were only two Brax- 
ton-Hicks versions, only forty-one cesarean sec- 


tions; only twenty-seven of the 408 patients 
were known to have had a blood transfusion. In 
only thirty-one cases the uterus was packed after 
delivery. 

These and many other statements which could 
be quoted from this report will serve to em- 
phasize the point that many of these patients 
might not have died had the usual accepted con- 
servative methods of treatment been advised. 
One may ask, how does this apply to us in 
Minnesota? Minnesota was one of the fifteen 
states from which the figures comprising this 
report were selected. 

Maternal deaths are due in large part to causes 
which can be controlled, although not entirely 
eliminated. An intensive effort to find means for 
lowering maternal and fetal mortality has been 
made by numerous medical and lay organiza- 
tions, by the Children’s Bureau of the United 
States Department of Labor, and by the Division 
of Child Hygiene of many of the state depart- 
ments of health, among them that of Minnesota. 
Physicians have in most instances assumed lead- 
ership in acquainting the laity as well as the 
medical profession with the value of proper ma- 

(Continued on page 557) 
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The Nasal Spray in the Prevention of 
Poliomyelitis 


salad the arrival of the poliomyelitis sea- 
son physicians will be asked about preven- 
tive measures. Some parents will have heard about 
the use of a nasal spray of picric acid and alum 
which was given a rather extensive trial in Ala- 
bama, Tennessee and Mississippi during the 
epidemic in 1936. The results of that trial were 
accurately and fairly reported by Dr. Charles 
Armstrong in the February, 1937, number of the 
American Public Health Journal. The author’s 
own conclusions indicate that the value of the 
method, as carried out, was not proven. 
This much should be said, however, that in 
most cases the spraying was done at home by 
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parents. Some received as few as one spraying 
and for that reason the trial may not be con- 
clusive. 

The virus of poliomyelitis reaches the central 
nervous system through the olfactory nerve. In 
experiments upon monkeys with a great variety 
of nasal sprays the solution of picric acid and 
alum proved most effective in preventing infec- 
tion with the virus. The application of the solu- 
tion is supposed to render the nasal mucous 
membrane impervious to the entrance of the vi- 
rus. Whether recommending spraying every 
other day for a week and then once a week can 
be expected to accomplish this result does seem 
open to question. 

According to the report some 20 per cent of 
those who undertook the treatment had minor 
complaints of headache, nausea, or temporary 
nasal irritation. The only serious complication 
was the development of acute nephritis in two 
individuals following the spraying. Considering 
the fact that about a million individuals were con- 
cerned, these two serious complications scarce- 
ly contradict its use. 

The report of the trial of this method of 
poliomyelitis prevention does not warrant its 
adoption as a general public health method. If 
used at all, it probably had better be administered 
by the physician and at more frequent intervals 
than was used at the reported trial. It is to be 
hoped that a better solution or a better technic 
or both may be found which will prove 100 per 
cent protective. 





The Syphilis Problem 


O ONE knows better than the physician 
the tragic results of syphilis infection. The 
medical profession heartily approves the publicity 
campaign being sponsored by Surgeon-General 
Parran of the United States Public Health Serv- 
ice. An enemy in the open can be better attacked 
than one whose strength and characteristics are 
unknown. 

We have rather exact information as to the 
prevalence of most contagious diseases. Our 
knowledge of the extent of venereal infection is 
much less exact, but we know from the Public 
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Health Reports that there are several hundred 
thousand cases of venereal disease in the country 
at any one time. For instance, the Public. Health 
Service tabulated about 35,000 newly reported 
cases of syphilis in the country for May and 
some 15,000 new cases of gonorrhea. Undoubt- 
edly the number of new cases considerably ex- 
ceeds those reported, but these figures give some 
idea of the extent of the venereal problem. 

There has been a most obvious change in the 
attitude of the public towards sex matters. This 
has been in many respects salutary in nature. By 
way of illustration, in William Dean Howells’ 
novel “A Modern Instance,” which appeared in 
the early eighties, so delicate is the reference to 
the arrival of Marcia’s baby that the reader is 
almost taken unawares. In 1906 The Ladies 
Home Journal lost 75,000 subscribers following 
an attempt to discuss sex and venereal disease 
in its columns, although the diseases were not 
named. Today the best sellers are very sexy and 
often leave little to the imagination, which shows 
the trend of the public’s demand. 

At least the interest in sex matters has opened 
the way for the frank discussion of the serious 
problem presented by venereal diseases. The 
article by de Kruif and Parran entitled “We Can 
End This Sorrow,” which appeared in the August 
number of The Ladies Home Journal, deals 
with the subject of syphilis and will probably 
not lose the magazine any subscriptions. 

A generation or two ago children obtained 
their sex information from older playmates. 
While the same situation holds to some extent 
today, the modern parent is more likely to give 
what information is necessary and there are a 
few good books on the subject available for chil- 
dren. Incidentally, some of the books pretending 
to be scientific expositions on sex life are only 
pornographic in nature and should be prohibited. 

Youth is entitled to know the facts of life and 
of the existence and seriousness of venereal dis- 
ease. So impressed was a physician with the 
importance of his daughter’s knowing of the 
consequences of venereal infection that he told 
her the essentials. Upon being questioned by his 
wife as to whether he called the diseases by 
name, he replied jocosely, no, that he had called 
gonorrhea lilies and syphilis, roses. Parents may 
as well call a spade a spade. 

The relation of alcohol to venereal infection 
is not new but needs to be continually stressed. 
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Many a youngster under the influence of alcoho} 
throws discretion to the winds, and one cop. 
cerned with the prevalence of venereal disease 
cannot view with unconcern the widespread ip. 
dulgence in alcohol by the youth of today. 

The medical profession is sure to become jp. 
volved in the present campaign against syphilis, 
The Ladies Home Journal, in the same August 
number, contains an editorial advocating legisla. 
tion for compulsory Wassermann tests on preg. 
nant women and as a prerequisite to obtaining a 
marriage license. Denmark has practically elim- 
inated congenital syphilis by its regulations. This 
is a comparatively simple matter for the medical 
profession and if the public sees the need for 
such legislation the profession will codperate. 
Syphilis in a pregnant woman, if detected early, 
is particularly amenable to treatment and the 
prevention of congenital syphilis is much more 
economic than the care of those born with the 
affliction. 

In former generations the only way to at- 
tack syphilis was by its prevention largely 
through adherence to a strict moral code. Con- 
ventions were much more strict than today. This 
does not mean that morals have changed, for 
man was warned in the book of Proverbs against 
looking on wine when it is red and against lewd 
women. The fact, however, that syphilis can be 
cured and contagion prevented affords an added 
means of attack on the problem for which pub- 
lic information is essential. 





CULTS AND THE BASIC SCIENCE LAW 


Dr. J. F. DuBois, secretary of the Minnesota State 
Board of Medical Examiners, gives the following 
figures to show the workings of the basic science law 
since its passage in 1927: 

“On April 12, 1927, there were 465 osteopaths 
registered. Since then forty have passed the examina- 
tion, one has come in by reciprocity and eight by 
previous licensure. Yet in 1936 there were only 166 
registered. 

“On April 12, 1927, there were 592 chiropractors 
registered. Since then thirteen have passed the basic 
science examinations and three have registered by 
previous licensure. Yet in 1936 there were 410 registered. 

“In 1928 there were 111 midwives registered. Six 
new licenses have been issued to date. Yet in 1936 
only sixty-four were registered. There are no ap- 
proved schools of midwifery in the United States. An 
applicant must pass a written and oral examination and 
must be vouched for by two reputable physicians.”— 
J. A. M. A., May 15, 1937. 
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Aftermath 


The Hon. J. Hamilton Lewis, United States 
Senator from Illinois, is an astute as well as a 
picturesque politician. 

Out of the flowery verbiage with which he 
clothed what he clearly wished the doctors at 
Atlantic City to take as direct message from 
the Administration in Washington, members of 
the House of Delegates pieced together a pro- 
posal—backed by a philosophy of government in 
its relation to the individual—that struck no re- 
sponsive chord. 

Briefly it was this: Doctors must now consider 
themselves, so far as the needy are concerned, as 
officers of the federal government, responsible 
to the federal government for the welfare of its 
creations and instruments—its citizens. 

Bowing to this interpretation of relationships, 
which Mr. Lewis assured the doctors was not 
of his choosing, the doctors must at once figure 
out a plan whereby they will be free to make out 
their own bills without intervention of an outside 
board, for service to the citizens and to assure 
collection of them from the federal government. 


“Comrades” 


The Senator bewailed the state of affairs that 
made it necessary for him to talk so to his com- 
rades, the doctors. Sadly he pointed to a similar 
fate that has already overtaken the profession of 
law. Sadly he foresaw a system of federal li- 
censing of physicians, the designation of “a cer- 
tain class of doctors by the President or by some 
officers of the Federal government who then be- 
come a board who are to pass on their fellow 
doctors’ having the right to be admitted to be a 
practitioner under the federal law.” 

The delegates listened courteously, passed no 
resolutions. 

They were clearly united in their rejection of 
the senator’s proposal and in their disbelief in the 
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inevitability of an authoritarian state in Amer- 
ica in which citizens are the creatures of govern- 
ment. 

Wisely they left the matter of answering Mr. 
Lewis, as they did the matter of passing upon 
the specific proposal made by the New York 
delegation, to the Board of Trustees to handle if 
and when interested officials apply to the Amer- 
ican Medical Association for information, as- 
sistance and cooperation. 


They Express Antagonism 


An aftermath of individual resolutions deplor- 
ing the regimentation of the medical profession 
outlined by Senator Lewis and expressing “com- 
plete antagonism” to any such development as 
the Senator sketched at Atalntic City has come 
from a number of widely separated state med- 
ical organizations. 

These resolutions bear out the impression of 
those who were present at the historic Atlantic 
City session: that medicine will not trade its 
traditions and the fundamental philosophy upon 
which it has built a great usefulness and a great 
success, to trim with the political current of the 
moment. 


What Every Doctor Should Know 
About the Narcotic Act 


Many questions are being asked about some 


‘of the provisions of the new narcotic legislation, 


particularly those sections that apply especially 
to physicians. 

The full text of the act was printed last month 
in these columns. Important provisions with re- 
spect to the conduct of physicians are briefly in- 
terpreted here, with a view to answering the 
most frequent questions. 

Every member is urged, however, to read the 
full text of the bill in connection with this enu- 
meration of salient points. 
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It will be noted that the new legislation in- 
cludes a provision, long desired by federal en- 
forcement officers, for prosecuting persons who 
obtain narcotics by fraud. 


Narcotic Prescriptions 


[Numbers used here do not correspond to 
section numbers used in the act. Most of the 
matter will be found, however, in Sections 5 
6, 7, 8, 9, and 18 of the Act.] 


1. A physician in good faith and in the course 
of his professional practice may prescribe, ad- 
minister and dispense narcotic drugs or cause 
them to be administered by a nurse or interne 
under his direction and supervision. 

2. An apothecary in good faith may sell and 
dispense to any person upon a written prescrip- 
tion of a physician (and other qualified persons). 
The prescription must be dated and signed by 
the person prescribing on the day when it is is- 
sued and it must bear the full name and address 
and registry number under the Federal Narcotic 
Laws of the person prescribing. 

3. The person filling the prescription must 
write the date of filling and his own signature 
on the face of the prescription. The prescription 
shall be retained on file by the proprietor of the 
pharmacy for a period of two years so as to be 
readily accessible for inspection to any public 
officer or employee engaged in the enforcement 
of the law. 

4. The prescription may not be refilled. 

5. In addition, the apothecary may, on official 
written order, sell to a physician (and others 
specifically named) in quantities not exceeding 
one ounce at any one time, aqueous or oleagi- 
nous solutions of which the content of narcotic 
drugs does not exceed a proportion greater than 
20 per cent of the complete solution to be used 
for medicinal purposes. 


Exemptions 

6. The principal exemptions to the above gen- 
eral regulations, follow: 

a. In cases where the prescribed preparation 
does not contain, in one fluid ounce or, if solid 
or semi-solid, in one avoirdupois ounce, more 
than two grains of opium or one quarter of a 
grain of morphine or any of its salts, or more 
than one grain of codeine or any of its salts or 
one-eighth grain of heroin or any of its salts, or 
more of any combination of the drugs than will 
exceed the pharmacological potency of the 
amounts named. The provisions outlined in 2, 3, 
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and 4 governing the writing, filling and filing of 
prescriptions, therefore, do not apply here. 

b. The physician must make sure, however, 
that he is not prescribing, administering or dis. 
pensing, under this exemption, more in any 4g 
consecutive hours, to any one person than four 
grains of opium, or half a grain of morphine or 
any of its salts or more than two grains of code- 
ine or any of its salts, or a quarter grain of her- 








oin or any of its salts. He must be sure, also, 
that he does not supply any one person with 
more than one preparation thus exempted from 
the general requirements of the act, in any 48 
consecutive hours. 

c. No record needs to be kept of drugs ad- 
ministered in the amounts and under the condi- 
tions noted in the above exemptions. 

In all other cases the physician must keep a 
record of drugs received by him and admin- 
istered, dispensed or professionally used by him, 
otherwise than by prescription; except that it 
will be sufficient for physicians using small 
amounts for local application to keep a record of 
the quantity, potency and character of such solu- 
tions and the dates when they are purchased or 
made up. 

d. Any liniments, ointments or other medic- 
inal preparations for external use only must 
contain, in addition to narcotic drugs, some drug 
or drugs conferring on them medical properties 
other than those possessed by the narcotic drug 
alone. 

*x* * * 

It is especially noted in the act that nothing in 
the law is to be construed as limiting the kind or 
quantity of any narcotic drug that may be pre- 
scribed, administered, dispensed or sold within 


the general provisions of the act. 
* * * 


Penalties are provided, as noted earlier, for 
persons who attempt to obtain narcotic drugs by 
subterfuge, fraud or deceit or who forge or 
falsify labels or prescriptions or who in any way 
misrepresent themselves. 

*x* * * 


No State License Required 

Physicians are not required to secure licenses 
from the State Board of Health in order to 
prescribe or administer narcotic drugs. Only 
manufacturers and wholesalers must obtain such 
licenses. 

They ARE required, as formerly, to comply 
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with all federal narcotic laws. Every physician 
must register under the Harrison Narcotic Act 
and keep his tax stamp on display in his office 
or place of business. 

The new state legislation does not in any 
sense repeal or replace the federal law. Its pro- 
yisions are designed to conform with it and the 
State Board of Health and local peace officers 
will codperate with federal officers in enforce- 
ment. 


Physicians In Dry Counties Please Note 

Following is a very brief summary of provi- 
sions that apply to physicians in the new amend- 
ment to the Liquor Control Act. The complete 
text of this amendment is also printed in the 
July issue. Please save the July issue for handy 
reference. 


1. Liquor prescriptions must be written en- 
tirely in ink. 

2. They must state the name and address of 
the person for whom they are written, also the 
kind and quantity of liquor prescribed. 

3. They must be signed by the physician in 
ink, bearing date of issuance and delivery. 

4. No more than one quart of liquor may be 
sold on any one prescription. 

5. No prescription shall be refilled more than 
once nor after the expiration of one month from 
the date of its issuance and delivery. 

6. No physician shall prescribe, issue or de- 
Jiver to any one person more than one prescrip- 
tion for intoxicating liquor within any period 
of ten days. 


For further details read the amendment print- 
ed in the July issue of Minnesota MEDICINE. 





Is Apology Necessary? 
Monthly Editorial prepared by the Medical 
Advisory Committee 

Webster’s Dictionary defines the verb to apol- 
ogize as “to make excuse, to express regret or 
make amends for anything said or done on one’s 
own behalf or that of another, to write a de- 
fense of, to defend.” 

In following cases lost and won in court, 
brought for alleged malpractice, your Medical 
Advisory Committtee is struck by the apparent 
spirit of apology and the lack of poise and con- 
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fidence with which doctors on the stand are 
prone to give testimony in their own behalf. 

A new experience, this, having their work 
brought out in the open and aired in open court; 
a jury to be faced, two or more lawyers to ask 
baffling and many times confounding questions, 
and a court room full of questioning friends and 
unfavorably-minded friends of the plaintiff— 
all in all, a trying situation. When, at length, 
the all-involving hypothetical question is shot at 
the defense medical witness and he is told to 
answer yes or no, it is no wonder that the spirit 
breaks and he wishes he had entered any pro- 
fession but that of medicine. 

Have we as a profession in Minnesota and 
members of our association anything to be apol- 
ogetic about? We have not. Our type of work 
on the average is on a higher plane than that of 
most professions. If the lawyer who cross-ex- 
amines one of us knew as much about medicine 
as the doctor on the stand, he would be practic- 
ing medicine and the doctor would be the in- 
terrogator. As a rule his knowledge is gained 
by a few minutes of study in a medical textbook, 
ours by years of experience in the care of human 
physical disaster. Do we need to apologize for 
this practical experience? 

A few answers honestly given in simple words 
will satisfy the jury of our ability and sincerity 
in the case in question and go a long way toward 
satisfying the curiosity of the audience on the 
benches in the court room. A stiff back and 
upper lip pleases the judge. He is our friend, 
knows our discomfort and can be appealed to 
when in doubt as to our rights. 

Remember: a man never fails until he fails in 
his own mind. Many friends have been made 
among the laity at a malpractice suit by the de- 
fendant’s demeanor on the stand. Sell your 
ability to the jury by clean, clear, easily under- 
standable testimony. You must have sold your 
skill to the patient in the beginning or he would 
not have employed you. Now sell yourself to the 
jury in the same way. Never apologize by word 
or behavior under fire. Keep your ideals before 
you. Apologize never. 





False Affidavit 


Carelessness in making affidavits for WPA 
workers has involved two Minnesota physicians 
in serious embarrassment and may mean their 
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removal from the roll of physicians regularly 
called upon for medical care of injured work- 
ers. 


All members should take especial pains to 
avoid any suspicion of such falsification. 


The affidavits are required in connection with 
a new federal ruling which allows WPA work- 
ers to make up time lost through sickness, pro- 
vided the worker presents an affidavit showing 
sickness from his physician. 

The physicians in question supplied affidavits 
to workmen who were known to have been ab- 
sent from the job for other reasons. In one 
case it was a workhouse sentence, not sickness, 
that prevented the absentee from reporting to 
work. 





Minnesota State Board of Medical 
Examiners 


Two Minnesota Physicians Lose License 


Re: David Hamilton Nusbaum, M.D. 
Re: Walter Bertram Clement, M.D. 


At the last regular meeting of the Minnesota State 
Board of Medical Examiners held on June 29, 1937, 
the Board revoked the license to practice medicine held 
by Dr. David Hamilton Nusbaum of Jackson, Min- 
nesota, and Dr. Walter Bertram Clement of Shakopee, 
Minnesota. 


Dr. Nusbaum’s license was revoked because of his 
conviction in the District Court of the United States 
for the District of Minnesota, Fourth Division, on 
March 19, 1937, of a violation of the Harrison Nar- 
cotic Act. Dr. Nusbaum was sentenced in Court to 
pay a fine of $1,000.00. The records of the Board show 
that Dr. Nusbaum was born at Ontario, Ohio, in 1856, 
graduating from Western Reserve in 1885, and being 
licensed in Minnesota in 1910, by reciprocity. 

Dr. Clement was found guilty by the Board of “im- 
moral, dishonorable and unprofessional” conduct fol- 
lowing the death of a twenty-four year old Saint Paul 
girl on May 19, 1937. The records of the Board show 
that Dr. Clement was born in Florida in 1907. He 
graduated from the University of Colorado in 1934, 
and was licensed in Minnesota by reciprocity in 1935. 


Self Styled Health Expert Loses in District Court 


Re: State of Minnesota vs. Vivi Ann Wyntor, also 

known as Vivi Ann Mielke. 

On July 12, 1937, the Honorable Richard D. O’Brien, 
Judge of the District Court, made an order overruling 
the demurrer interposed by the defendant in the above 
entitled case. Judge O’Brien has certified the legal 
question involved to the Supreme Court of Minnesota 
for a final decision. The defendant by demurring has 
admitted the facts alleged in the information, but con- 
tends that they do not constitute a violation of the 
laws of the State of Minnesota. 

Mrs. Wyntor, who gave her age as twenty-four, and 
who stated she was a staff lecturer for Dr. R. A. Rich- 
ardson, an osteopath of Kansas City, Missouri, was 
arrested on April 23, 1937, charged with practicing heal- 
ing without a basic science certificate. Mrs. Wyntor 
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had been giving so-called health lectures at the Lowry 
Hotel in Saint Paul, which were advertised as being 
free, but at the conclusion of which she gave a 50- 
called health course for which she made a charge of 
$5.50. On the last day of her so-called health program 
an announcement was made that certain products could 
be purchased, and they were in fact recommended a; 
being useful in the treatment of anemia, diabetes, fe. 
male disorders, thyroid difficulties and a multitude of 
other conditions. She also was recommending fo; 
sale rectal dilators, and apparatus for colonic irriga- 
tion, the foregoing articles being sold at prices rang- 
ing from 75 cents to $4.50. On being arraigned jy 
Court Mrs. Wynter posted $500.00 cash bail and later 
a bond in the same amount. Mrs. Wynter has oper. 
ated at Duluth, Virginia, Hibbing and St. Cloud. She 
is represented by Senator George H. Lommen of Eyel- 
eth, Minnesota. 


Negro Quack Wanted By Sheriff of Itasca County 


Re: State of Minnesota vs. Ramon L. De Silvio. 

On May IH4, 1937, following an investigation by the 
Minnesota State Board of Medical Examiners, a war- 
rant was issued for the arrest of Ramon L. De Silvio, 
negro quack who operated on the Iron Range early in 
1936. On May 2, 1936, De 
Silvio was sentenced by the 
Honorable Edward Free- 
man, Judge of the District 
Court, to a term of one 
year on the St. Louis Coun- 
ty Work Farm. De Silvio 
served six months of that 
sentence and was released. 
Very shortly thereafter he 
returned to the swindling 
of sick people, falsely repre- 
senting himself as a doc- 
tor, and as_ being able 
to cure people. He also 
swindled a number of Italian people living on the 
Iron Range in an attempt to raise $700.00, which he 
claimed was to be used to obtain a license as a doctor. 
On May 17, 1937, he received $55.00 in cash from one 
John Ratman, an exact copy of De Silvio’s representa- 
tions being printed below. 





Mar. 17, 1937 


Received of John Ratman Fifty-five ($55.00) dollars as half 
payment for the cure for the purpose of obtaining botanic 
medicines. 


This with the agreement that if he doesn’t receive some 
benefit within two weeks time this money is to be refunded 
to above mentioned client. 


(Signed) R. L. DE SILVIO, 


Buhl Hotel, 
Buhl, Minn. 


Search was made for De Silvio throughout the Iron 
Range community and at Duluth and Superior, Wis- 
consin. Very splendid codperation was received from 
Sheriff Elmer Madson, Grand Rapids, Minnesota, and 
from Mr. Oscar G. Olson, Chief of Police, at Duluth. 
It was also learned, through the Duluth Police De- 
partment, that De Silvio had been arrested at San Jose, 
California on June 29, 1932, charged with violating Sec- 
tion 17, being the California Medical Practice Act. 
At that time he stated he was born in Porto Rico and 
was a butcher by occupation. 

The State Board of Medical Examiners respectfully 
requests that it be immediately notified by telephone 
or telegram if any information becomes available as to 
the whereabouts of De Silvio. He is wanted by Sheriff 
Elmer Madson, at Grand Rapids, Minnesota, on a war- 
rant issued in the Ratman case. The address of the 
Minnesota State Board of Medical Examiners is 524 
Lowry Medical Arts Bldg., Saint Paul; telephone, 
Cedar 2064. 
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‘ MEDICAL ECONOMICS 


List of Physicians Licensed by the 
Minnesota State Board of Medical Examiners 
On June 29, 1937 


By Examination 


Aldes, John Henry, U. of Minn., M.B., 1937, St. Paul, 
Minn. 
Beckjord, Ph lip Rains, U. 
neapolis, Minn. 
Boraas, John Albert, U. 
Minn. 

Butler, John Kenneth, U. of Minn., M.B. 1936, Duluth, 
Minn. 

Cherry, James Henderson, Duke U., M.D. 1933, Park 
Rapids, Minn. 

Crago, Felix Hughes, Duke U., M.D. 1935, Minneapolis, 
Minn. 

Donath, Douglas Harry, VU. 
Rochester, Minn. 
Erickson, Ralph Edward, U. of Minn., M.B. 1936, Min- 
neapolis, Minn. 
Evans, Charles Albert, U. 
neapolis, Minn. 


of Minn. M.B. 1937, Min- 


of Minn., M.B. 1936, Ada, 


of So. Calif., M.D. 1936, 


of Minn., M.B. 1936, Min- 


Minn., M.B. 1937, Hackensack, 


Grant, Russel, U. of 
N. J. 


Hanson, Harry Albert, U. of Minn., M.B. 1937, Roches- 
ter, N. Y. 

Haury, Victor Givens, U. of Minn., M.B., M.D., 1935, 

Philadelphia, Pa. 


Heilman, Dorothy Margaret Henderson, Northwestern, 
M.B. 1931, M.D. 1932, Rochester, Minn. 

Hilger, Jerome Andrew, U. of Minn., M.B. 1936, St. 
Paul, Minn. 

Hilger, Laurence David, U. of Minn., M.B. 1936, St. 
Paul, Minn. 

Jacek, James Lyman, U. of 
neapolis, Minn. 

Koch, Ferdinand Leonard Philip, Johns Hopkins, M.D. 
1933, Rochester, Minn. 

Lindblom, Alton Edwin, U. of Minn., M.B. 1936, Min- 
neapolis, Minn. 

Maun, Mark Emmett, Northwestern, M.B. 1936, M.D. 
1937, St. Paul, Minn. 

Maves, Robert Arthur, U. 
neapolis, Minn. 


Minn., M.B. 1936, Min- 


of Minn., M.B. 1937, Min- 


Moos, Daniel James, U. 
neapolis, Minn. 
Nelson, Kenneth L., U. of Minn., M.B. 1936, Willmar, 
Minn. 

Nelson, Lloyd Joseph, U. of Minn., M.B., 1936, Min- 
neapolis, Minn. 

Nessa, Curtis Blaine, U. of Minn., M.B. 1936, St. Paul, 
Minn. 
Olson, Duane Oliver Chas., U. 
Minneapolis, Minn. 
Potter, Robert B.. U. of Minn., M.B. 1936, Hendricks, 
Minn. 

Pumphrey, Robert Earl, Ohio State U., M.D. 
Rochester, Minn. 

Rademaker, William, U. of Minn., M.B. 1935, M.D. 
1936, Thief River Falls, Minn. 

Schuele, David Thaddeus, U. of Wis., M.D. 1936, St. 
Paul, Minn. 

Sinclair, James William, U. of Toronto, M.D. 1933, 
Kitchener, Ont., Can. 

Sprafka, Ambrose Edward, U. of Minn., M.B. 1936, 
Chicago, IIl. 

Walsh, Francis Mark, U. of Minn., M.B. 1937, Min- 
neapolis, Minn. 

Welton, Philip Charles, Marquette U., M.D. 1937, Du- 
luth, Minn. 

Yaffe, Henry Irvin, U. of Minn., M.B. 1934, M.D. 1936, 
Minneapolis, Minn. 


of Minn., M.B., 1937, Min- 


of Minn., M.B. 1937, 


1930, 


By Reciprocity 
Beech, Raymond Henry, Northwestern, M.D. 1933, 
Laona, Wis. 
Dworak, Arthur Francis, Creighton U., 
Walker, Minn. 
Northrop, Cedric, U. of Ore., M.D., 1936, Oak Ter- 
race, Minn. 


Sheedy, Leo Patrick, Geo. Wash. U., M.D. 1933, Roch- 
ester, Minn. 


M.D. 1930, 


By National Board Credentials 

Adams, John Milton, Columbia, M.D. 1933, Minneapolis, 
Minn. 

Miller, Donald Frank, Northwestern, M.D. 1933, Wil- 
liamsburg, Iowa 

Patton, George DuBarry, Temple University, M.D. 1935, 
Rochester, Minn. 

Uhley, Charles Gordon, U. 


of Minn., M.D. 1933, Min- 
neapolis, Minn. 





Mandelic Acid—The Council authorized publication 
of a preliminary report which had been prepared for 
the Council by Dr. William F. Braasch, on mandelic 
acid. On the basis of this report the Council post- 


poned consideration of mandelic acid to await further , 


evidence concerning its usefulness and harmlessness. 
The discovery by-Clark and Helmholz that ketonurine 
had bactericidal qualities paved the way for a num- 
ber of therapeutic developments. 
the bactericidal 


Fuller found that 
beta- 
It was found impossible to em- 


element in ketonurine was 
hydroxybutyric acid. 
ploy beta-hydroxybutyric acid by oral administration 
because it is largely oxidized into carbon dioxide and 
water before reaching the kidney. In the search for 
an organic acid of a similar nature that could be ad- 


ministered by mouth and excreted intact in the urine, 


AuGust, 1937 


Rosenheim discovered 
these qualities. 


that mandelic acid possessed 
Since his report the drug has been 
further employed and is being put out by a number of 
manufacturers of pharmaceutical products. Dr. Braasch 
has made a thorough study of the subject. He con- 
cludes: It would appear that the oral administration of 
mandelic acid is followed by elimination of bacillary 
infection in the urinary tract in a large percentage of 
uncomplicated cases. There is no clinical evidence to 
indicate that it is a severe renal irritant in the presence 
of a normal renal function, provided it is not continued 
longer than two weeks. Its use is contraindicated when 
there is evidence of renal insufficiency because of the 
possibility of causing renal irritation and since it is 
usually not excreted in sufficient concentration to be 
bactericidal. (Journal American Medical Association, 
March 27, 1937, p. 1033.) 
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+ OF GENERAL INTEREST + 





Dr. T. R. Schweiger recently moved from Hibbing 


to Grand Rapids. 
* * * 


Dr. Harry A. Palmer has opened an office at Eveleth 
for the practice of medicine. 
* * * 


Dr. W. W. Yaeger of Ivanhoe has sold his practice 
to Dr. Alvin Erickson of Sanborn. 
oe £ 


Dr. Harold L. Stemsrud has located in Parkers Prai- 
rie, where he will engage in medical practice. 
*x* * * 


Dr. F. E. Harrington has been appointed to mem- 
bership on the Glen Lake Sanatorium commission. 
* * * 


Dr. S. A. Slater and Dr. W. P. Ross of Worthing- 
ton conducted a free chest clinic at Pipestone on July 14. 
* * * 


Dr. Loren F. Wasson of Chisago City was recently 
married to Miss Helen F. Brohaugh of Minneapolis. 


* * * 


Dr. L. A. Smith, formerly of Watford City, North 
Dakota, has located at Balaton for the practice of 
medicine. 

Ss * + 


Dr. J. H. Drake of International Falls has been 
named surgeon for the Veterans of Foreign Wars of 
Minnesota. 

* * * 


Dr. and Mrs. Ralph T. Knight, who have resided in 
Rochester for several months, have now returned to 
Minneapolis. 

* * * 


Dr. J. A. Du Bois and Dr. R. B. Kettlewell have re- 
cently formed a partnership for medical practice in 
Sauk Center. 

a 


Dr. E. E. Christensen, who has been engaged in pri- 
vate practice in Winona, has become affiliated with the 
Winona Clinic. 

* * * 


Mrs. Anna M. Higbee, widow of the late Dr. Albert 
E. Higbee, and mother of Dr. Paul A. Higbee, died on 
July 15 in Minneapolis. 

* * * 


Dr. G. H. Purves, formerly of Russell, Minnesota, 
has taken over the practice of Dr. P. J. Bursheim at 
Lake Benton, Minnesota. 


* * * 


Dr. and Mrs. S. C. Schmitt of Minneapolis have sold 
their home and expect to move to California in Sep- 
tember to make their home. 
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—, 


Dr. Charles G. Uhley of Minneapolis has become as. 
sociated with the Northwestern Clinic at Crookston, 
in the department of surgery. 

* * * 


Dr. Stanley B. Peters of Rochester, N. Y., obstetri- 
cian and gynecologist, has become associated with the 
Lenont-Peterson Clinic at Virginia. 

* * * 


Dr. E. T. Keller, who has practiced medicine at Leo. 
la, South Dakota, since last September, has now located 
at Hibbing, where he will continue his practice. 

“es 6 


Dr. Archie M. Smith has opened offices for the prac. 
tice of medicine at Hopkins. He was formerly asso- 
ciated with the Bratrud Clinic at Thief River Falls. 

ee © 


Dr. Neil T. Norris, of Minneapolis, has become as- 
sociated with Dr. G. B. Belote at Caledonia. Dr. Norris 
was recently married to Miss Miriam Rapp of Nor- 
wood. 

*x* * * 


Dr. James S. Spang, formerly of Duluth, has gone 
to Chicago, where he will be associated with Dr. Carl 
A. Meyer as resident surgeon at the New Henrotin 
Hospital. 

* *k * 


Dr. A. B. Sweet of Hopkins, the only surviving Civil 
War veteran of that city, was honored by his neighbors 
and friends in a quiet celebration on his ninetieth birth- 
day on July 14. 

¢ 2 © 

Dr. Raymond W. Dowidat has located in Cologne 
for the practice of medicine. He will be associated 
with Dr. D. T. Ormond of Waconia, and will assist 
him part of the time. 

ee s 


Dr. Kasper P. Caveny of White Bear was recently 
married to Miss Ednamae Pedersen of Le Sueur. Dr. 
Caveny has gone to Elkton, South Dakota, where he 
will practice medicine. 

* *k x 


Dr. Ralph Erickson, who recently completed his hos- 
pital training at Trinity Lutheran Hospital at Minot, 
North Dakota, is now associated with Dr. W. C. 
Bernstein of New Richland. 

* *k * 


Dr. John Paulson, a University of Minnesota med- 
ical school graduate who has completed internship at 
Swedish hospital, Minneapolis, will practice in Roches- 
ter, and has opened offices in the Lawler building. 

* *k * 

Dr. Frank C. Rodda of Minneapolis, Dr. H. E. Rob- 
ertson of Rochester, and Dr. E. M. Hammes of Saint 
Paul delivered addresses to the members of the Mon- 
tana State Medical Association at their annual meeting 
in July. 
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HOSPITAL NOTES 


Dr. A. Erickson recently sold his practice at Sanborn 
to Dr. Robert J. Cairns, formerly of Burlington, Wis- 
consin. Dr. Erickson has purchased the practice of 
Dr. W. W. Yaeger at Ivanhoe, where he established of- 
fices August 1. 

* * * 

Dr. Russell Spittler of Waseca has become associated 
in the practice of medicine and surgery with Dr. G. A. 
Windsor of Livingston, Montana. Dr. Spittler has been 
with the United States Army Medical Corps for the 
past several years. 

* * * 

Dr. Arthur A. Zierold of Minneapolis has been elect- 
ed to membership in the American Surgical Associa- 
tion. Dr. Owen Wangensteen is the only other Minne- 
apolis member of this Association, whose membership 


is limited to 150. 
* * * 


Dr. Leo G. Rigler of Minneapolis delievered the 
principal address at the annual convention of the Amer- 
ican Society of X-Ray Technicians at Denver in July. 
He spoke on “The History of the American Registry 
of Radiological Technicians.” 

x * * 


Dr. J. E. Schroeppel of New Ulm has purchased 
the practice of Dr. W. B. Kaufman of Winthrop. Dr. 
Kaufman is taking up advanced study at the Baltimore 
Eye and Ear Hospital and expects to locate in New 
Ulm after completing his study in Baltimore. 

* * x 

Dr. Orville N. Nelson, formerly of Battle Lake, was 
married on June 30 to Miss Jane Sherwood, of Kim- 
ball. Dr. Nelson is an eye and ear specialist on the 
staff of the U. S. Veterans Hospital at Bay Pines, 
Florida. He is a graduate of the University of Minne- 
sota. 

* Oo” * 


Dr. C. M. Dovre, Saint Paul, sailed for Europe the 
latter part of June, for an extended tour of Europe. 
Dr. Dovre will take up postgraduate work in surgery in 
Vienna and Germany, and will later visit relatives in 
Norway and Sweden before returning to his practice in 
Saint Paul. 

x * * 


Yale University is the recipient of $10,000,000 to be 
known as the Jane Coffin Child’s Memorial Fund for 
Scientific Research to be used primarily for medical 


research into the cause of cancer. When this aim is 


achieved the fund is to be devoted to other unsolved 


medical problems. 
o* « 


Dr. Waltman Walters of Rochester received an 


honorary degree of Doctor of Science from Dart- 
mouth at the 160th commencement exercises of the 
college, June 14. Dr. Walters graduated from Dart- 
mouth in 1917 and received his M.D. from Rush Med- 
ical College. The honorary degree is in recognition of 
his attainments as a scientist and scholar in noteworthy 
research and because of his valued administrative ca- 
pabilities as a member of the Board of Governors of 
the Mayo. Clinic. 


Aucust, 1937 





HOSPITAL NOTES 





Miss Edith Kamrath, of Minneapolis, formerly of 
New Ulm, is the new superintendent of the Community 
Hospital at Hutchinson. Miss Kamrath was super- 
intendent of the Union Hospital at New Ulm for six 
years. 

* 7 * 


Miss Esther Wolfe, former superintendent of the 
Community Hospital at Hutchinson, has taken over the 
superintendency of St. Andrews Hospital in Minne- 
apolis. She is the second vice president of the Minne- 
sota State Hospital Association. 


* * * 


Miss Zena Peterson, formerly assistant superintend- 
ent of nurses at Duke University Hospital, Durham, 
North Carolina, has been named superintendent of 
nurses at Swedish Hospital. She is a graduate of the 
University of Minnesota. She succeeds Miss Hannah 
Berggren, who has become assistant superintendent of 
nurses at General Hospital. 


* * 


The former internes of Northwestern Hospital re- 
turned to Minneapolis on June 19 for their annual 
homecoming. The 150 doctors attending the reunion 
were guests at an informal luncheon and reception at 
the hospital, following which they enjoyed a picnic and 
boat cruise up the Minnesota and Mississippi Rivers. 
Dr. A. E. Benjamin and Dr. W. A. Hanson were in 
charge of the arrangements. 


* * * 


Dr. R. L. Burns, of Two Harbors, has sold his in- 
terest in the Burns and Christiansen Hospital to Dr. 
E. E. Webber, of Duluth. Dr. Burns left with his 
family for California, where he plans to rest for a year 
and then take a world cruise. 

The hospital will be continued under the name Two 
Harbors Clinic and Hospital, and a larger staff of 
doctors will be employed. 

Plans are under consideration for alterations to the 
building, and the addition of new equipment. 

Dr. John J. Rouse, formerly on the staff of Madison 
General Hospital, Madison, Wisconsin, has joined the 
staff of the hospital. 


The first newspaper publisher in America was Ben- 
jamin Harris. Only one issue of his publication ap- 
peared. “Publick Occurrances” was dated September 
25, 1690, Boston. It was suppressed by Governor Brad- 
street because of “reflexions” distasteful to him. Such 
examples as this made it important, later, that the Con- 
stitution of the United States should guarantee free 
speech to the citizens, in a way not to be changed (in 
theory at least) except by the will of the people ex- 
pressed in amendment by the regular course of refer- 
ring to state legislatures, or by action of a constitutional 
convention. 

—Public Relations Committee, Medical 
Society of the State of New York. 
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° REPORTS and ANNOUNCEMENTS 





MEDICAL BROADCAST FOR AUGUST 

The Minnesota State Medical Association Morning 
Health Service. 

The Minnesota State Medical Association broadcasts 
weekly at 9:45 o’clock every Saturday morning over 
Station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). 

SPEAKER: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. 

The program for the month will be as follows: 

August 7—Pre-school Examinations. 
August 14—Coronary Occlusion. 
August 21—Sore Throat. 


August 28—Dental Anesthesia. 





AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The next written examination and review of case 
histories of Group B applicants by the American Board 
of Obstetrics and Gynecology will be held in various 
cities in the United States and Canada on Saturday, 
November 6, 1937. 

The next general examination for all candidates 
(Groups A and B) will be held in San Francisco, 
California, on June 13 and 14, 1938, immediately 
prior to the American Medical Association meeting. 

Application blanks and booklets of information may 
be obtained from Dr. Paul Titus, Secretary, 1015 High- 
land Building, Pittsburgh (6), Pennsylvania. Applica- 
tions for these examinations must be filed in the Sec- 
retary’s office not later than sixty days prior to the 
scheduled dates of examination. 





THE AMERICAN COLLEGE OF PHYSICIANS 


The Twenty-second Annual Session of the American 
College of Physicians will be held in New York City, 
with headquarters at the Waldorf-Astoria Hotel, April 
4-8, 1938. 

Dr. James H. Means, of Boston, is President of the 
College, and will have charge of the program of gen- 
eral scientific sessions. Dr. James Alex Miller, of 
New York City, has been appointed General Chairman 
of the Session, and will be in charge of the program 
of clinics and demonstrations in the hospitals and med- 
ical schools and of the program of Round Table Dis- 
cussions to be conducted at headquarters. 





REDWOOD-BROWN COUNTY SOCIETY 

At the annual meeting of the Redwood-Brown 
County Medical Society held at New Ulm in May, Dr. 
Rolf Hovde, of Winthrop, was elected president. Dr. 
C. F. Gibbons, of Comfrey, was elected vice president, 
and Dr. Carl Fritsche, of New 
secretary-treasurer. 
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Ulm, was elected 


NORTHERN MINNESOTA 
MEDICAL ASSOCIATION 


The annual meeting of the Northern Minnesota 
Medical Association will be held at Virginia, Minne- 
sota, August 27 and 28. Dr. O. O. Larsen, Detroit 
Lakes, is president of the Association this year, Dr. 
E. A. Heiberg, Fergus Falls, is vice president, and Dr. 
J. F. Norman, Crookston, is secretary-treasurer. The 
following scientic program has been arranged by Dr. 
A. N. Collins of Duluth: 
The Menopause Syndrome. 

erd. 

Bronchoscopy as an Aid to the General Practitioner. 
H. D. Hartowe, Virginia. 

X-ray Therapy in Non-Malignant Conditions. Gace 
CLEMENT, Duluth. 

Heart (Movie). FraNK Hirscupoeck, Duluth. 

Gastro-Intestinal Allergy. C. I. Krantz, Duluth. 

The Comparative Values of Injection and Surgical 
Treatment of Herniz. Grorce Ear, St. Paul. 

Insulin Shock Therapy in Schizophrenia. 
Precox). J. C. MicHAEL, Minneapolis. 

Conditions Causing Intestinal Obstruction and _ their 
Management. J. A. Barcen, Rochester. 

Certain Considerations of the Faucial Tonsil in Gen- 
eral Practice. H. J. Lmuire, Rochester. 

Essential Hypertension; the Indications For and the 
Results of Extensive Sympathectomy. A. W. Anson, 
Rochester. 

Rating of Disabilities. 


L. F. Hawkinson, Brain- 


(Dementia 


Rosert M. Burns, Saint Paul. 

Director Bureau of Medical Economics, American 
Medical Association. R. G. LELAND, Chicago. 

Medicine A Codéperative Business, A Non-Competitive 
Profession. B. J. Branton, Willmar. 

The Physician and the Workman’s Compensation Law. 
Hon. N. H. Desert, Saint Paul Industrial Commis- 
sion. 

The Medical Witness. PHitie C. REYNoLDs, Minne- 
apolis. Discussion, JoHNn J. Fee, Duluth. 

On August 27, the banquet will be held with Dr. 
Frank J. Hirschboeck again acting as toastmaster. The 
program is as follows: 

Toastmaster—FrANk J. HirscHpoeck, M.D., Duluth. 

Address—The Wonderland of Lake Superior, J. A. 
Merritt, Pu.D., President Emeritus, State Teachers 
College, Superior, Wisconsin. 

The Business Side of Medicine—R. G. LeLanp, M.D., 
Chicago, Director of Bureau of Medical Economics, 
American Medical Association. 

The State Medical Association; A Gaing Concern—A. 
W. Apson, M.D., Rochester, President, 
State Medical Association. 

President’s Address—O. O. 
Lakes. 


Minnesota 


Larsen, M.D., Detroit 
Visiting ladies will be entertained by the Auxiliary 
members of the Virginia and St. Louis County Societies. 


An interesting and enjoyable meeting is assured. 
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REPORTS AND ANNOUNCEMENTS 


SOUTHERN MINNESOTA 
MEDICAL ASSOCIATION 


Annual Meeting 
Winona, Minnesota 
Winona High School Auditorium 
August 11, 1937 


Officers 


President, Dr. H. C. Habein, Rochester 

First Vice President, Dr. W. A. Merritt, Albert Lea 

Second Vice President, Dr. D. E. Morehead, Owa- 
tonna 

Secretary-Treasurer, Dr. N. W. Barker, Rochester 


Announcements 


The morning session will be held in the Auditorium 
of the Winona High School, beginning promptly at 9:00 
A. M. 

The business meeting and afternoon session will be 
held aboard the steamboat “Capitol,”» which will leave 
the dock at 12:30 sharp. Luncheon will be served 
aboard the boat. The boat will dock.at 5:30. 

The banquet is to be held at the Winona Country 
Club at 6:30. The ladies are invited to attend the eve- 
ning banquet. 

Program 
Morning Meeting 


“The accurate diagnosis of appendicitis,’ Dr. L. I. 
Younger, Winona. 

“Compression fractures of the spine,” Dr. W. W. 
Nauth and Dr. P. A. Mattison, Winona. 

“The importance of the lever at the top of the femur 
as a stabilizing influence and its restoration,” Dr. 
F. H. Albee, New York City. 

“New concepts in the diagnosis and treatment of vesi- 
cal neck pathology,” Dr. John Emmett, Rochester. 
“Injection treatment of hernia,’ Dr. James Morrow, 

Austin. 

“Acute lymphocytic meningitis,” Dr. E. M. Hammes, St. 
Paul. : 

“The use of protamine insulin,” Dr. R. M. Wilder, 
Rochester. 

Afternoon Meeting 

“Capitol” 


Aboard the Steamboat 


Business Meeting 

Case Reports 

“Pathogenesis and treatment of valvular heart disease,” 
Dr. Moses Barron, Minneapolis 


“The use of sulfanilamide (prontylin),” Drs. A. E. 


Brown, E. G. Bannick and H. C. Habein, Rochester. 
“Review of the hypoglycemic treatment of mental dis- 
ease,” Dr. F. P. Moersch, Rochester. 


Evening Session 
6:30 
Janquet—Winona Country Club 
Medical Trends—Dr. A. W. Adson, Rochester 
Informal Remarks—Dr. W. J. Mayo, Rochester 
Presidential Address—Dr. H. C. Habein, Rochester. 


Aucust, 1937 


EAST CENTRAL MINNESOTA 


The East Central Minnesota Medical Society met at 
the Pokegama Sanatorium May 11, 1937. Dr. H. L. 
Stemsrud of Pine City and Dr. L. F. Wasson of 
Chisago City were elected to membership in the Society. 
Dinner was served and a scientific program was pre- 
sented in the evening by guest speakers. Dr. C. G. 
Arvidson of Minneapolis gave an address on “Syphilis,” 
Dr. John Meade of St. Paul spoke on “Protamine In- 
sulin in Diabetic Patients” and Dr. L. F. Hawkinson of 
Brainerd discussed the “Modern Treatment of the 
Menopause.” 

At the invitation of the Woman’s Auxiliary, on June 
22, 1937, the East Central Minnesota Medical Society 
had a picnic at the summer home of Dr. and Mrs. F. 


F. Callahan. 





OLMSTED-HOUSTON-FILLMORE-DODGE 
COUNTY SOCIETY 


A travelogue of his trip to Europe, illustrated with 
colored pictures, by Dr. Howard K. Gray was a fea- 
ture of the annual summer meeting of the Olmsted- 
Houston-Fillmore-Dodge County Medical society to- 
gether with the auxiliary at the Rochester Golf and 
Country club, Thursday evening, July 15. 

Covers were placed for approximately 290 at thg 
dinner for which Dr. C. F. Dixon, president of the 
medical society, and Mrs. L. M. Randall, auxiliary pres- 
ident, were general chairmen. The Program Commit- 
tee consisted of Dr. S. F. Haines, Dr. Gray and Dr. 
M. J. Anderson. 

Twenty-four new members were elected to the so- 
ciety. 


MEDICAL ASSOCIATION OF MONTANA 


At the annual meeting of the Medical Association of 
Montana, held in Great Falls, Tuesday and Wednes- 
day, July 13 and 14, the keynote of the meeting was 
struck in the presidential address by Dr. John A. 
Evert of Glendive, who spoke on “American Stand- 
ards of Practice.” 

Papers presented on the scientific program included 
the following: 

“Treatment of Uterine Myomas”—HeENry ScHMITz, 

Chicago, III. 

“Conservative Renal Surgery’—RonaLp G. SCHERER, 
Bozeman, Mont. 

“Fractures of Os Calcis’—R. B. RicHArpson, Great 
Falls, Mont. 

“Fluid Intake in Edematous Patients”—F. R. ScHEM™, 
Great Falls, Mont. 

“Paralysis of the Peripheral Nerves of the Upper 
Extremity”—J. K. Cotman, Butte, Mont. 

“Massive Purulent Pericarditis’—Frep F. 
Lewistown, Mont. 

“Heart Disease in Middle Life’—J. H. J. UpHam, 
President of the American Medical 
Columbus, Ohio. 

“Psychosis Associated with the Involutional Period” 
—Ernest M. Hammes, Saint Paul, Minn. 


ATTIX, 


Association, 
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IN MEMORIAM 


“Cancer and Its Treatment with 
James, Butte, Mont. 

“Nephritis in Children”—Jessize M. BrerMan, Hel- 
ena, Mont. 


Radium”—H. H. 


At the banquet held Wednesday evening guests 
were addressed by Dr. J. H. J. Upham, president of 
the American Medical Association, on “Changing 
Times in Medicine.” Dr. A. J. Carlson of Chicago 
spoke on “Black Oxen and Togenburg Goats.” 


House of Delegates Proceedings 

At the meeting of the House of Delegates a com- 
mittee was appointed to revise the Constitution. 
E. G. Toomey of Helena was authorized to be em- 
ployed as counsel of the Association. The Commit- 
tee on Insurance reported a reduction in the number 
of malpractice suits from forty-six to fifteen in the 
past year. The proposed annual registration law was 
referred to the Legislative Committee for study be- 
fore action can be taken. A new committee is to be 
appointed to correlate Social Security activities with 
those of the Association. Mrs. Augustus S. Kech of 
Altoona, Pennsylvania, addressed the Delegates on 
the advisability of forming a Women’s Auxiliary and 
wives of members were authorized to proceed with 
such an organization. The North Central Medical 
Society was granted a new charter. All counties in 
the State are now in organized societies. 

Officers elected for the coming year are: W. P. 
Smith, Columbus, president; J. C. MacGregor, Great 
Falls, president-elect; E. D. Hitchcock, Great Falls, 
vice president; T. L. Hawkins, Helena, secretary-treas- 
urer; J. H. Irwin, Great Falls, delegate; E. M. Gans, 
Harlowton, alternate. 

The next meeting of the Association will be 
in Lewistown, the date to be decided later. 


held 


Pacific Northwest Association Convenes 


Immediately following the meeting of the Montana 
Association the Pacific Northwest Medical Associa- 
tion held a three-day meeting at which the following 
were guest speakers: A. J. Carlson, Chicago; Virgil 
S. Counseller, Rochester, Minn.; Norman F. Miller, 
Ann Arbor, Mich.; H. E. Robertson, Rochester, 
Minn.; L. H. Newburgh, Ann Arbor, Mich.; F. C. 
Rodda, Minneapolis, Minn.; J. H. J. Upham, Colum- 
bus, Ohio; E. M. Hammes, Saint Paul, Minn. 





Emerson Suction Pressure Apparatus 


This apparatus is recommended by the firm for the 
treatment of peripheral vascular diseases of the extrem- 
ities by alternating positive and negative pressure. 
Essentially, the apparatus consists of an air compressor 
and vacuum pump, a “boot” or chamber in which the 
patient’s limb is confined. The types of cases benefited 
by this type of apparatus appear to be acute vascular 
occlusion, frost-bite, and vascular diseases with major 
involvement of the large vessels. The contra-indications 
appear to be thrombophlebitis, cellulitis or lymphan- 
gitis (acute or subacute), extensive destruction of the 
arteriolar or capillary vessels, advanced thrombo-an- 
giitis obliterans with capillary stasis, and advanced 
arteriolar sclerosis with capillary stasis and venous 
thrombosis. J. H. Emerson, Cambridge, Mass. (A. M. 
A. accepted.) 
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Charles W. Bray 
1868-1937 


Death came suddenly to Dr. Charles W. Bray of 
Biwabik on July 8, 1937, while attending a patient. He 
was born on September 7, 1868, at Young America, 
His preliminary education was received in the schools 
at Excelsior, Minnesota. He entered the University of 
Minnesota and received his B.A. degree in 1891 and 
his M.D. in 1895. The following year he took his in- 
ternship in the City and County Hospital in Si. Paul, 
which is now called Ancker Hospital. Following this 
he practiced medicine in Wabasha for one year, and in 
Minneapolis and Anoka, each for a part of a year, 
January 6, 1899, he located at Biwabik, purchasing the 
Biwabik Hospital from Dr. Ralph Sewall, a medical 
classmate. In 1899 he married Miss Mary Elizabeth 
Bassett, of Hastings, a graduate of the University of 
Minnesota in Academic 1892, and Medic 1895. Five 
children were born to them, of whom four are living: 
Robert B. Bray, who is practicing medicine in Fargo, 
North Dakota; Elizabeth, teaching business and com- 
mercial at South High School in Minneapolis; Phillip, 
practicing medicine in Duluth; and Kenneth, also prac- 
ticing medicine at Park Rapids. 


Dr. Bray was active in church, fraternal, and public 
affairs. For many years he was president of the 
School Board. He was a member of the County Child 
Welfare Board until its recent absorption by the Coun- 
ty Poor Commission, and a member of St. Louis Coun- 
ty Tuberculosis Association for many years, being 
president for one year. He had been Vice President 
of the State Medical Association, and was the second 
president of the Range Medical Association. 


Charles W. Bray was a real man; firm in his con- 
victions, nevertheless tolerant of the opinions of others; 
always genial and good natured. He was a man to 
whom those in trouble and distress could turn for aid; 
dependable and reliable and endowed with good judg- 
ment. He was a most valuable citizen to his town and 
carried out the duties of the offices to which he was 
elected honestly and efficiently. His splendid sense of 
humor made him a delightful companion, and he was 
so genuine and sympathetic that his friendships grew 
stronger each year. As a physician he was kind and 
sympathetic, always dependable and_ conscientious, 
courageous but never reckless, and endowed with fine 
judgment which rendered his broad education useful to 
its highest degree. In friendships, in the memory of 
good deeds kindly done, in the esteem and love in 
which he was held by his fellow townsmen, his friends 
of medical fraternity, and, above all, in the veneration 
and love of his patients he was rich beyond comparison. 
He was one of God’s noblemen. 


MINNESOTA MEDICINE 


The res 
Surgical | 
lounge of 
meeting W 
Sivertsen. 


LATE R 
TOGE 
TH 

F 


| am f 
much as 
longest | 
patella v 
years an 
tient. I 
the pati 
to your 
is a pro 
ised to 
of deme 
moment 

The f 
made b 
and six 
with e» 
profess 
verse f 
Mikulic 
journal 
ter, a! 
tella, i1 
either 
patient 
ture, 1 

four t 
good 1 

to the 

self ar 

Unti 
the ge 
of the 

only t 

union 

talkin: 
matte 
tically 
lookit 
matte 

yressi 

Surg 

ible 1 

in hi 


AUG 





TRANSACTIONS of the MINNEAPOLIS SURGICAL SOCIETY 
Meeting of May 6, 1937 


The regular monthly meeting of the Minneapolis 
Surgical Society was held on May 6, 1937, in the 
lounge of the Hennepin County Medical rooms. The 
meeting was called to order by the President, Dr. Ivar 
Sivertsen. The following scientific program was given. 


LATE RESULTS IN A FRACTURED PATELLA 
TOGETHER WITH OBSERVATIONS ON 
THE OPERATIVE TREATMENT OF 
FRACTURES OF THE PATELLA 


Case Report 


KENNETH BuLKLey, M.D. 


| am presenting this case report to you tonight inas- 
much as it is, as far as I have been able to find, the 
longest follow-up reported on a case of a fractured 
patella which has been sutured, it now being eighteen 
years and eight months since I operated upon this pa- 
tient. I regret that I shall be unable to demonstrate 
the patient, himself, although when tendering my title 
to your Secretary I had planned to do so. This man 
is a prominent San Francisco banker who had prom- 
ised to come to Minneapolis for the express purpose 
of demonstrating his knee to you but was at the last 
moment detained. 

The first operative report on a fractured patella was 
made by Lister in the British Medical Journal in 1877 
and six years later he reported seven operated cases 
with excellent results, so definitely introducing to the 
profession the operation of open suture for trans- 
verse fractures of the patella. In 1902 Professor Von 
Mikulicz-Radecki of Breslau published in the same 
journal, as part of a celebration in honor of Lord Lis- 
ter, a series of forty-five cases of fracture of the pa- 
tella, in twenty-nine of which open suture was done, 
either silver or bronze wire being used; one of these 
patients was operated upon the second time for refrac- 
ture, making a total of thirty operations. Of these, 
four became infected; in the remainder he obtained 
good results. Even as early as this he called attention 
to the importance of the tears lateral to the patella it- 
self and to the importance of their suture. 

Until I recently looked into the matter I was under 
the general impression that the majority of fractures 
of the patella of the transverse or indirect type (the 
only type to which we refer tonight) resulted in fibrous 
union and, as a matter of fact, only a short time azo in 
talking to Dr. Archa Wilcox of this city regarding the 
matter he expressed it to me, as his opinion, that prac- 
tically all of these cases ended in fibrous union. In 
looking over some of our standard textbooks on the 
matter, however, I find that different views are ex- 


yressed. Campbell in his “Textbook of Orthopedic 


Surgery” states “fibrous union which is not incompat- 
ible with good function is said to be frequent.” Speed 
in his “Fractures and Dislocations” states that “fibrous 
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union is the rule in most cases not treated by opera- 
tion, and probably in many operated upon cases, but in 
the latter instance this union is more stable.” Albee in 
his “Orthopedic and Reconstruction Surgery,” al- 
though he makes no definite statement as to the fre- 
quency of fibrous union, apparently feels that fibrous 
union is common, inasmuch as he strongly advocates 
bone-graft in this type of case. 

I remember well many years ago the “hot” discus- 
sions which took place at the New York Surgical So- 
ciety relative to the proper time to operate upon these 
patients, Dr. Ellsworth being a strong advocate of de- 
layed operation and my former chief and mentor, Dr. 
Joseph H. Blake, advocating strongly early and practi- 
cally immediate operation. In the various textbooks 
recently consulted, I find in only one a direct reference 
to this aspect of the matter. Campbell in his “Ortho- 
pedic Surgery” says that “operation is usually de- 
ferred for eight or nine days until the acute swelling 
subsides and the tissues have reacted locally to prevent 
infection.” I remember well that this was the attitude 
taken by Dr. Elliot, although he was never able to ex- 
plain why he thought the joint was any more resistant 
to infection eight or nine days after injury than it was 
immediately after injury, assuming of course that the 
overlying skin in both instances was normal. 

Inasmuch as you are all familiar with the various 
methods advocated as far as the technic of operation 
is concerned, it is unnecessary to go into their details 
here other than to mention them. I believe practically 
everyone has given up the use of wire of one sort or 
another. Some I know still use encircling sutures, wire 
or absorbable; others still drill the patella fragments, 
again bringing them into apposition, either by wire or 
absorbable material. 

The method which I was taught by Dr. Blake and 
which I have always followed, and a description of 
which he published in the Journal of the American 
Medical Association Oct. 1, 1904, is to my mind as ef- 
ficient a procedure as there is, subjects the joint to less 
trauma and exposure than any other, and can be car- 
ried out with great rapidity. It is the procedure which 
I carried out on the case on which I wish to report 
tonight. It consists essentially in a curved transverse 
incision, convexed downward, complete exposure of 
.the fracture line together with the tears in the lateral 
expansion, trimming or imbricating the loose bits of 
fibrous tissue which invariably lie over the exposed 
fractured ends and then irrigating the entire joint with 
large quantities of sterile saline until the joint is free 
from all blood clots. Sponging of the joint surfaces 
should be avoided. Thereafter a heavy No. 4 chromic 
catgut or kangaroo suture is placed deeply along each 
lateral aspect of each fragment, the two sutures be- 
ing tied 
bony apposition. 


simultaneously in order to obtain accurate 
Thereafter the tears in the lateral 


expansions are carefully sutured with fine chromic cat- 
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gut and the skin wound loosely closed with interrupted 
sutures. The leg is then placed in a posterior molded 
splint and the usual after-care carried out, stress being 
laid upon early passive lateral motion of the patella. 





THE SELECTION OF DOSAGE AND 
TECHNIC IN SPINAL ANESTHESIA 


RatpH Kwnicut, M.D. 


Few procedures in medicine have been subject to as 
wide a variety of opinions and practice as has spinal 
anesthesia. In any regional anesthesia a suitable con- 
centration of anesthetic drug must be placed in contact 
with the nerve trunk. In types other than spinal, the 
surrounding tissues help to keep the solution in place 
in practically the same concentration in which it leaves 
the syringe. In spinal anesthesia the solution is dis- 
charged into a liquid medium in which it is immediately 
distributed, mixed, diffused and diluted. In the at- 
tempt to control these actions and in spite of them to 
bring the most suitable concentration of drug into con- 
tact with the spinal nerve roots to be anesthetized, a 
wide variety of technics have been advocated. 

Some have drained away spinal fluid. Some have 
conserved all spinal fluid and added the solution to it. 
Some have dissolved the drug in spinal fluid and en- 
deavored not to change the volume at all. Some have 
aided the mixture and diffusion by barbotage. Some 
have made solutions lighter and some heavier than 
spinal fluid and have attempted to minimize the mixing 
and diffusion, but to allow the solution to flow to the 
desired level in the dural canal by adjusting the pos- 
ture of the patient. Some have advocated injecting the 
solution always through the same vertebral interspace, 
while others have advocated varying the interspace 
rather widely according to the area desired to be most 
intensely anesthetized. 

Spinal anesthesia blocks the white rami between the 
sympathetics and the spinal cord and lowers the blood 
pressure. Therefore, in addition to the introduction and 
manipulation of the anesthetic solution itself, the use 
of circulatory and vasomotor stimulants has been the 
subject of a great deal of argument. Some have in- 
sisted that the fall of blood pressure during spinal an- 
esthesia is of no consequence and that it is even inad- 
visable to read it. Some advocate the prophylactic in- 
tramuscular injection of a suitable dose of a pressor 
drug 10, 15 or 20 minutes before the intradural injec- 
tion of the anesthetic. Some advocate this immediately 
before and some immediately after the spinal injection. 
What is considered a suitable prophylactic dose varies 
from 25 mg. to 100 mg. of ephedrine. When the blood 
pressure falls, some give more ephedrine intramuscu- 
larly or intravenously; others insist it has no beneficial 
effect whatever. 

In spite of this lack of standardization, spinal anes- 
thesia has become a widely used procedure, because of 
its evident advantages and because its principal maneu- 
ver, the introduction of the spinal needle, is relatively 
easy to accomplish. 

Accidents have occurred, usually because some ar- 
dently advocated technic has been employed without 


542 


complete coordination of certain factors and judgmens 
involved in that technic. Spinal anesthesia has ther, 
fore been entirely condemned by some, but by som 
others it has been used with too much enthusiasm ay 
too little discrimination. It is such a valuable aid tp 
surgery that its use in appropriate cases will undou}). 
edly increase as skill in its administration increas, 
while its ill-advised use will undoubtedly decrease, 

In all of the variations mentioned above, two gener 
methods are apparent: (1) the gravity method, ay 
(2) the mixing and diffusion method. They are bot 
workable and have been used with good results. Oy 
must not be too strong an advocate of one method. } 
reading descriptions of various technics, one must re. 
ize too that it has been impossible for the author 
adequately present his variations in judgments for di. 
ferent patients. One is apt to gain the impression thy 
his procedure is practically alike for everyone. S 
questions as these are often asked: “How much & 
you give for a gallbladder?” “How much for a her. 
nia?” There is, of course, no answer to such que 
tions. 

The factors to be considered are: the present blooj 
pressure and whether it is approximately the patient: 
usual normal or represents a change due to illness; th 
location of the operation, its duration, and the pr 
foundness of relaxation required; the patient’s weight, 
length of body, and, above all, the age, vigor, nutrition 
and hemoglobin. 

The gravity method and its variations offer very in- 
teresting possibilities. It should not be used without 
due consideration of all of the above factors. For lack 
of time, only the diffusion method will be considered in 
more detail. 

A solution is used whose specific gravity approxi- 
mates that of spinal fluid. Procaine crystals dissolved 
in spinal fluid is only a little heavier and may be used 
well by this method, although its spread may be in- 
fluenced somewhat by gravity. A 10 per cent solution 
of procaine in water is practically isobaric and is a ver) 
convenient and satisfactory preparation. The dose is 
measured in the syringe and is then diluted with spina 
fluid to the desired dilution and volume. For inguinal 
perineal, hip and lower extremity operations except 
upon the knee, the space between the third and fourth 
lumbar vertebre is usually used. For very long opera 
tions it is well to use a larger, more concentrated dose 
and deposit it between the fourth and fifth lumbar; 
for lower abdominal operations the space between sec- 
ond and third lumbar, for upper abdominal surgery be- 
tween the first and second lumbar. For high stomach 
operations in tall individuals the space between twelfth 
dorsal and the first lumbar is sometimes best. In the 
higher spaces the concentration in the syringe should 
be kept down to 3 per cent to avoid too profound ef- 
fect upon the intercostals, but the volume should be as 
large as possible to avoid too great an immediate dilu- 
tion. In the space between the second and third lumbar, 
4 per cent is ordinarily a good concentration and in the 
lower spaces 5 or even 6 per cent may often be used. 
With higher than 6 per cent solution there is the pos- 
sibility of permanent damage to the spinal nerve roots 
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or cord. Too high concentration has probably been 
the cause of damage more often than injury by the 
needle. The amount of solution will vary from 2 or 
3cc. to 5 or 6 cc, according to the dilution used and 
the length of anesthesia sought. 

Before the injection, ephedrine should be injected 
intramuscularly. Twenty-five mg. should be thought of 
as the usual dose. If the pressure has fallen because of 
ilIness,s or if it is unusually low, the dose should be 
increased to 30, 40 or 50 mg. If the pressure is un- 
usually high, the ephedrine injection should be de- 
layed until a successful spinal puncture has been made, 
then one of the larger doses should be given, or, better 
still, part of the dose should be kept ready in the syr- 
inge to give intravenously without delay if the pressure 
starts to fall. Arteriosclerotic individuals are not the 
best risks for spinal anesthesia, but neither are they 
for other procedures, and their pressures should be 


§ kept up, but not boosted above the usual. Other hyper- 


tensives and normals do well with a 30 or 40 mm. fall 
and the anesthesia is that much better. 

The mixing of the spinal anesthetic with spinal fluid 
by barbotage is no longer considered a good maneuver. 
The injection is made at a given rate and should be a 
constant factor, one-half c.c. per second being a good 
rate. 

Having arrived at a tentative concentration and vol- 
ume of solution for a given case, one has found the 
tentative total dose which he would like to give. It is 
then that he must carefully check this with his estima- 
tion of the patient’s susceptibility and risk as represent- 
ed by his size, age, vigor, nutrition and hemoglobin. 
Local anesthetics in the spinal fluid have a more pro- 
found effect upon the system in general, and the central 
nervous in particular, than when they are deposited 
in other tissues. Age and debility, and even smallness 
of size, influence one to cut down the dose and concen- 
tration. It is often feasible to give what would seem 
like an extremely small dose, and at least partially 
make up for this in effect by placing it one space high- 
er than at first contemplated. In very vigorous indi- 
viduals the dose may be considerably increased, and if 
a very long anesthesia is needed, a smaller volume of 
more concentrated solution may be placed one space 
higher or a larger total dose may be placed in the 
same or a lower space. 

There is no rule of thumb, but the above indicates 
the factors and lines of judgment that must come into 
play in each case. It is workable enough so that a 
group of people accustomed to working together will 
estimate independently: almost exactly the same dose, 
volume, concentration and placement for each case. 

Finally, | want to emphasize the--fact that spinal an- 
esthetic doses should always be conservative and one 
should never feel humiliated or defeated if the anes- 
thesia needs to be supplemented by inhalation or infil- 
tration. For upper abdominal operations it is often a 
very great advantage to administer a very conservative 
dose of spinal anesthetic and then proceed with inhala- 
tion in the usual way. Gas without ether is then usually 
sufficient. However, if indications are such that inhala- 
tion anesthesia should be avoided, one should not hesi- 
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centage of cases. 


tate to give a very full and effective spinal dose. 

One must always, of course, be prepared to use help- 
ful measures, such as lowering the head, ephedrine in- 
travenously, carbon dioxide and oxygen, and even arti- 
ficial lung ventilation with oxygen by bag pressure. 
These measures are very effective and are capable of 
carrying a patient along very well even in the presence 
of an overdose. 

Nausea cannot always be prevented. If due to sys- 
temic effect of the procaine or to fall in blood pressure, 
lowering the head, carbon dioxide and oxygen and 
ephedrine will usually remedy it. If due to visceral 
traction stimulating afferent paths in the vagus, a light 
gas anesthesia is necessary. 

Procaine is still the drug of choice. For very long 
anesthesia a little pontocaine. may be substituted for 
part or all of the procaine. Metycaine is a very prom- 
ising drug. It is about 20 or 25 per cent more potent 
and longer lasting than procaine, and seems to present 
no more unfavorable or annoying reactions. 
ably will tend to come more into use. 

Failure to obtain anesthesia is due to failure to de- 
posit the anesthetic squarely and entirely within the 
subarachnoid space. The solution should not be in- 
jected unless spinal fluid not only drips freely, but also 
aspirates freely and rapidly. 

Peridural anesthesia is a cousin of spinal anesthesia 
which is certain to come into wide use as soon as its 
technic is more generally learned. A larger amount 
of solution is injected into the peridural space between 
the dura and the ligamentum flavum. About 30 c.c. of 
2 or 2.5 per cent procaine solution is injected. A zone 
of anesthesia about ten spinal segments wide is created 
and the solution is usually injected at about the center 
of the desired zone. This method does not. entail the 
hazards usually thought of in connection with spinal 
anesthesia. The solution can not rise to the medullary 
area. There are no post-anesthesia headaches. 


It prob- 


Following the scientific program, Dr. Ivar Sivertsen, 


M.D., C.M., F.A.C.S., 
Surgical Society, 


president of the Minneapolis 
read the presidential address. 


IS CANCER PREVENTABLE? 
M.D. 


a curable disease. Surgical and radio- 
logical treatment have proven valuable in a large per- 
Records show that cures may be 
obtained, with patients living and well for twenty to 
thirty years after treatment. 

Why all cases of cancer are not cured may be ex- 
plained in various ways. First, we do not know what 
is the cause of cancer; that it is a disease of the 
degeneration of normal tissues no one disputes. We 
know that as degeneration takes place, injury or ir- 
ritation, in a patient whose body fluids or soil are 
suitable, permits tissue repair to regenerate in a 
manner which is abnormal and forms a new growth 
which we designate as cancer. 

If we consider the human body from a physiological 
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Cancer is 
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standpoint it would seem that there could be no can- 
cer nor other chronic disease if our bodies were kept 
normal or physiologically healthy. Degeneration is 
most rapid in inactive parts or organs of our bodies. 
If we prevent degeneration from taking place by at- 
tending to our normal functions and follow.a few simple 
rules of life would it not be plausible that a decrease 
in the incidence of chronic disease and cancer should 
follow? There is no doubt that the increase in 
cancer incidence in the past generation is in direct 
proportion to the increase in the use of machinery 
and mechanical devices. Inasmuch as our muscular 
system represents about 43 per cent of our body 
weight, and because of deficient function as a result 
of machines and mechanical devices, this large group 
of muscles which are a factor in the maintenance of 
health will necessarily degenerate. It is a physiological 
fact that muscular function stimulates and encourages 
the activities of all other organs of the body. Anat- 
omy, physiology, and bio-chemistry have become 
more and more recognized as valuable in understand- 
ing and evaluating a normal physiological condition of 
the human body. We recognize that if and when there 
is disharmony either as to structure or to function the 
result means disease. Keeping the body in a normal 
state necessitates giving nutriment and oxygen. It is 
further recognized that function must continue if the 
organ shall not degenerate. To stimulate this function 
muscular activity is of inestimable value. 

The medicine of the future must be preventive med- 
icine. Much has been accomplished by preventive 
medicine. We have gone far in the’ prevention of bac- 
terial diseases. Typhoid fever, smallpox, many of the 
infectious fevers have been prevented—almost elim- 
inated. Tuberculosis, that scourge of civilization a de- 
cade or two ago, is being conquered. 

We must be able to give our patients something 
more than prescriptions, pills, powders, and a few 
remarks about diet and sleep. We must teach them 
how to live; what to do for their health; how to 
Unless the medical profession recognizes 
this responsibility people will go elsewhere for such 
information. There can be no question that cultists 
who treat disease through and by physiological methods 
accomplish much to the benefit of the patient and some- 
times influence and stimulate our own medical profes- 
sion to think. Since we recognize that any organ or 
part of an organ which is not permitted to function 
will degenerate, why cannot we apply the same prin- 
ciples to the body as a whole? 


maintain it. 


I have mentioned tu- 
I believe we all admit that 
it is through simple principles of health and hygiene 
that these far-reaching results have been obtained. 
Whereas tuberculosis has had a constant and ccntin- 


berculosis and its control. 


uous decrease in inc:dence and cause of death in the 
Why 
should it not be possible to prevent cancer by improv- 
ing our physiological well-being by applying sane prin- 
ciples and ideas, and simple rules of health? 


past decade, cancer is continuously increasin. 


Reflect 
on the possibility of results if we follow these simole 
rules: 
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1. Proper food in proper amounts. 

2. Muscular function in the form of muscular wor 
or exercise. 

3. Enough rest and sleep. 

4. Moderation in all activities of life. 


The trite saying that more people dig their graye 
with their teeth than by other methods is general 
accepted. Most people overeat! We not only could sy}. 
sist but improve our physical well-being by decreasing 
our food intake both as to kind and amount. 

Rickets, beriberi, and other diseases of ‘under-ny. 
trition have been recognized for years; but very lit. 
tle consideration has been given the diseases produced 
by over-eating. Over-nutrition plays a stellar rok 
in the development of metabolic and chronic diseases 

No one denies the value of fresh air, sunshine 
and physical activity of a child. Unless brought under 
these advantages the probabilities are that the child 
will be physically deficient. Most people seem to think 
that a vocation which does not demand _ strenuous 
physical effort is an easy job but do not recogniz 
that it may be a slow way to commit suicide. 

That physical activity or muscular activity is im- 
portant from a standpoint of preventing disease has 
been known for decades, but the thought has been 
given little more than lip service. It is my humble 
opinion that there is and must be a definite relation 
between the incidence of cancer and deficiency of 
muscular activity. I feel that muscular activity in the 
form of exercise of any kind is valuable and should 
improve the physical well-being of the individual to 
such an extent that he will maintain health and vigor. 


Physical activity stimulates all organs of the body, 
and by organs I mean the internal organs, especially 
the liver, stomach, intestines, kidneys, lungs, heart, the 
skin and lymphatic system. By exercise waste is re- 


moved; the over-supply of foodstuffs is more 
quickly oxidized due to increased oxygen intake; elim- 
ination by perspiration through the skin is quickened; 
peristalsis of the intestinal tract is increased. Oxygen 
is brought to the remotest corners of the body by the 
blood. The result cannot be disputed. It will improve 
the general health, and must have its effect in de- 
creasing the so-called chronic diseases, which include 
heart disease, high blood pressure, affections of the 
liver, and, perchance, cancer. 

In a previous paper by Dr. Dahlstrom and me on 
the Relation of Muscular Activity to Carcinoma we 
stated, “Observations are quoted and statistics presented 
showing that carcinoma is more frequent among the 
unoccupied, among people of independent means, among 
the leisured and professional classes, among the over- 
nourished, well housed, well fed, and among those who 
live in warmer climates. Carcinoma is less frequent 
among the people who are actively engaged in a gainful 
occupation, among the hard working classes, among 
those who live in large industrial centers, among peo- 
ples predominatingly poor and of necessity frugal and 
living on an alimentation just sufficient for their actual 
needs, and among those who live in the colder climates 
where the struggle for existence is more difficult. 
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Reading between the lines: one common factor is noted, 
that of the varying degree of muscular activity.” 

Ewing states, “No particular type of diet has any 
known influence on the incidence of cancer. On the 
other hand, one may preach without limit moderation 
in all things, sane and simple living, and minute at- 
tention to the general hygiene of the organs.” He fur- 
ther states, “Statistics show that sanitary measures 
which control infectious diseases exercise no such pow- 
er over carcinoma, which is somewhat conspicious by a 
relative failure to attack the poor, the overworked, the 
underfed, the savage, but chooses a notable proportion 
of its victims among the well-to-do, the well nour- 
ished, the well protected against infectious diseases, and 
the indolent.” 

Dr. Louis Dublin, statistician of the Metropolitan 
Life Insurance Company, says, “Cancer as a cause 
of disability and death is increasing.” 

With your permission, I wish to show a few sta- 
tistics from a study of deaths of males from cancer 
in Minnesota for a period of three years which was 
undertaken by my former associate, Dr. A. W. Dahl- 
strom, and myself some years ago. At this time we 
gave a preliminary report of our findings, and, not- 
withstanding that some work has since been done, it 
has been difficult to gather further information due to 
lack of time as well as economic stress. An hypothesis 
was given as follows: “That human carcinoma may be 
the reaction to and the result of chronic irritation of 
adult epithelial tissues bathed in body fluids altered 
by cerfain metabolic products as a result of deficient 
muscular activity.” 

We also obtained from the Bureau of Census a spe- 
cial report on the number of males engaged in each 
occupation, based on the census of 1920. The deaths 
in each occupation for three years were totaled after 
being computed for various types of occupation and 
placed into six classes—Group No. 1 involving the 
greatest amount of muscular activity; Group No. 2, 
moderate amount; Group No. 3, medium amount; 
Group No. 4, small amount; Group No. 5, farmers, 
because of the seasonal character of their work; Group 
No. 6, those not actively engaged in any gainful occu- 
pation. 

These various classes will show, or, at least, appear 
to show, a definite increase in the incidence of can- 
cer deaths beginning with Group No. 1 up to and in- 
cluding Group No. 6. The death rate in No. 6 is 
thirteen times as great as in No. 1 in the same age 
period. 

Further, when we studied the question of employer 
and employee we again found a similar relationship 
between the deaths of the employer as compared with 
the employee, and, necessarily, we believe that the em- 
ployee will do more of the physical work than does 
the employer. This held true not only in Minnesota, 
but also from records obtained from England and 
Wales, as well as Hungary. 

From our findings we concluded that the death rate 
in males that were actively engaged in a gainful oc- 
cupation was less than the death rate in those not so 
actively engaged; that the death rate among males ac- 
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tively engaged in gainful occupation is inversely pro- 
portional to the decrease of muscular activity necessary 
for that occupation. In other words, it appeared that 
the death rate was lowest in those occupations involv- 
ing the greatest amount of muscular activity and high- 
est in those occupations involving the least amount of 
muscular activity. 

“Money, effort, and serious thinking have been ex- 
pended in great amounts among scientists, in laborato- 
ries, and by cancer research workers and up to the 
present we have not solved this riddle of riddles—the 
cause of cancer.” The amount of literature produced 
from the study and research brought forth is so 
great that one is swamped in a morass of information. 
I fear we cannot see the forest for the trees. One writer, 
Sir Humphrey Guilford, says, “I have approached the 
genesis of cancer from the point of view of one who 
is convinced that no more facts are needed, and that 
the truth about cancer lies buried under a mountain 
of information which has accumulated from various 
parts of the world.” He goes further and maintains 
that the problem has been complicated and obscured 
from laboratory experiments rather than simplified and 
clarified. 

The work done by Slye and Little on mice and rats, 
has, no doubt, been an epoch-making contibution, 
though it would seem that it would be possible to use 
the patient who has been clinically and pathologically 
diagnosed as cancerous for study. Would it not be 
possible to have patients become subjects for study in 
the question of recurrence of cancer after having his 
or her cancer removed by operation or through radium ? 
We must admit that the great majority of people are 
not cured of cancer by our present attack. The disease 
is often not cured by simply removing the growth. Fur- 
ther treatment must be given, and up to the present 
time our armamentarium has been x-ray and radium 
following operation, and discharging the patient with 
the laconic statement, “Be careful how you live.” This 
is not enough. We must not be satisfied by simply re- 
moving the tumor and giving a few x-ray treatments. 
Would it not be proper and advisable to give this 
patient our individual attention and consideration; have 
him watched closely and personally from time to time; 
give him advice how to live—and by that I mean what 
to eat, how to exercise; study his blood, and in this 
way prevent recurrence if that is possible by changing 
the body fluids and soil; eliminate whatever products 
of metabolism are present in a cancer case; if pos- 
sible, change the habits and the life attitudes of the 
~ patient? Naturally, this means that some one man or 
group of men should give his or their time, thought, 
and attention along the line of diet, exercise, rest, et 
cetera, in an effort to bring such a patient to the very 
height of physical perfection. We cannot deny the 
physiological principle that the man or woman in per- 
fect health cannot and will not be affected by diseases 
of degeneration. We admit the value of physical well- 
being through food and function in the proper amount 
and kind. We likewise recognize the deleterious ef- 
fects of lack of exercise. 

We know that structure depends on function and 
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that disuse leads to degeneration. From lack of function 
all tissues suffer to an extent that is not fully ap- 
preciated, and with disease various systems gradually 
become less efficient. 

Would it be presumptuous to suggest that the Min- 
neapolis Surgical Society sponsor such a movement; 
carry it through a number of years, and in this way 
learn whether or no it is of value? May I briefly out- 
line my plan? 

First, that the Minneapolis Surgical Society become 
interested in a plan for the treatment and cure of can- 
cer by stimulating its members to study the art and 
science of surgical procedures; that various members 
be recognized individually or in groups as especially 
qualified to treat the various types of carcinoma. By 
that I mean that a certain number of men be desig- 
nated to give special attention to cancer of the stomach, 
cancer of the bowel, cancer of the breast, et cetera, and 
after the surgical procedure has been fulfilled and the 
pathological findings reported, the patient be referred to 
some group or individual who would be willing and 
interested in looking after the patient’s future welfare 
both as to diet, exercise, and general hygiene. Fur- 
ther, it should be understood that the patient will never 
lose contact with his or her own physician, but that 
members will codperate with and 


one another, 


that surgical procedures will be undertaken with the 
assistance of such individuals as are especially desig- 
nated .by the society in their respective fields and the 
After this procedure is accomplished, 
the patient will be referred to the physio-chemical group 


referring surgeon. 


and, with the surgeon in charge of the patient, further 
treatment will be outlined and the patient will be 
watched, advised, and treated by this so-called “physio- 
chemical” group. 

Surely there can be no objection to such an effort. I 
believe the patient would obtain the best care or service 
possible from such a ‘surgical arrangement; and fol- 
lowing surgical procedurethe treatment of the patient 
can only be beneficial. ‘It cannot possibly do any harm. 
More than that, it would be an original effort on the 
part of a group of surgeons who are wiling to check 
their own interests in a sense, to the interest and the 
welfare of the patient and future education of the 
public at large. 

The medicine of the future must not only recognize 
that the preventive measures now used in and for 
bacterial diseases have been valuable; it must interest 
itself and develop measures which are surely as val- 
uable in the prevention of the so-called chronic diseases. 
Infectious diseases are more or less self 
metabolic diseases are progressive. 

The medical profession will change its attitude in the 
treatment of disease as a clinical entity, and will not 
only consider morbidity but treat the patient as an 


limiting ; 


individual whose physiological balance is disturbed 
Our effort will be to bring into balance the physic 
logical well-being of the individual and teach him ho, 
to keep well and how to prevent disease. As we lean 
the laws of health better,, we will advise and dj 
seminate this knowledge to the public more intelligen, 
ly. In short, we will become counselors of health 
People will be taught that Nature’s laws may nq 
be broken with abandon, unless a heavy penalty js ¢. 
acted. When physiological laws are ignored the jp. 
dividual must pay for his transgressions. Nature ; 
the judge, and, though she may not be as harsh as, 
man-made judge, she will demand her pound of fled 
The sentence she passes may be in the form of high 
blood pressure, disease of the heart, blood vessels, ki¢. 
neys, or, it may be, cancer. A price must be paid fo 
disobeying physiological laws and placing the system i 
discord and disharmony. Nature quickly gives evideng 
when we do not follow her dictates. She objects to 
over-indulgence in food and drink. We note this }j 
certain symptoms that are -listressing and uncomfor. 
able. It may be nausea or vomiting, or both; hea. 
ache and lassitude. She objects to the condition of lack 
of function. She produces a condition of atrophy wher 
an organ or system is not used. Our mental state js 
influenced by inability to cerebrate if too little sleep o 
deficient amount of rest is given. Nature is very td. 
erant; she will endure great abuse before pronounced 
symptoms develop; but she is a stern master ani 
sooner or later the day of reckoning will arrive. 


Diseases such as cancer are metabolic diseases ; though 
we do not know what is the cause of cancer, we know 
it is a disease seen in the time of life when degeneration 
begins; where over-abundance or over-supply, or lack 
of function, or both have been present. That cancer is 
curable when diagnosed and seen early enough there 
can be no question. The greatest problem in the cure 
of cancer lies in its prevention, and this can only be 
accomplished through a normal physiological form of 
living. 

The first physicians by debauch were made; 
Excess began and sloth sustains the trade. 

By chase our long-lived fathers earned their food; 
Toil strung the nerves, and purified the blood; 
But we, their sons, a pampered race of men, 
Are dwindled down to threescore years and ten. 
Better to hunt in fields for health unbought 
Than fee the doctor for a nauseous draught. 
The wise for cure on exercise depend: 

God never made his work for men to mend. 


—Joun DryDen 





The meeting adjourned. 
E.-A. ReoGnier, Secretary 
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Eighty-fourth Annual Meeting 
May 2, 3, 4 and 5, 1937 
Saint Paul, Minnesota 





- HOUSE OF DELEGATES 
First Meeting 
Sunday Afternoon, May 2, 1937 


HE opening session of the House of Delegates, held 

in connection with the Eighty-fourth Annual Meet- 
ing of the Minnesota State Medical Association at the 
Lowry Hotel, Saint Paul, May 2 to 5, convened at 
‘15 p. m., May 2, Dr. A. W. Adson, Rochester, pres- 
ident, presiding. 

Dr. E. S. Boleyn, chairman of the Credentials Com- 
mittee, gave a preliminary report, announcing thirty- 
five delegates in attendance. 

President Adson announced the personnel of several 
Reference Committees to consider the various com- 
mittee reports. 


SCIENTIFIC REFERENCE COMMITTEES 


Medical Education Reports 


. A. Slater 


Worthington 
4 soaiens i 


Minneapolis 
Fairmont 
. Paul 


Miscellaneous Scientific Reports 


Waverly 
4 Crosby 
. B. Souster . Paul 
V. Williams Rushford 


NON- SCIENTIFIC REFERENCE 
COMMITTEES 


Officers and Council Reports 


. F. Braasch Rochester 


B rainerd 


Minneapolis 
uverne 


Constitution Reports 


i C. Hultkrans 
. A. Kilbride Worthington 
. A. McKinlay Minneapolis 


State Health Relations Reports 


A. K. Stratte Pine City 
B. F. Davis uluth 
- R. Tregilgas South St. Paul 


Lay Education Reports 


- H. Zachman 


. Paul 


Melrose 
Rochester 
Minneapolis 


Hutchinson 


Resolutions Committee 


C. A. Stewart 
A. L. Vadheim 
Swan Ericson 


Minneapolis 
Tyler 
Sueur 


Medical Economics Reports 
M, C. Piper 
J. R. Aurelius .... 
B. J. Gallagher 
Herman Linde 
. J. Tweedy 


Credentials Committee 


Stillwater 
Lonsdale 
Minneapolis 


. Paul 

. Waseca 
...Cyrus 
Winona 


“Site: 1937 


The minutes of the last meeting were accepted as 
published in MINNESOTA MEDICINE. 

Dr. Stewart read two resolutions in memory of Dr. 
H. M. Workman, chairman of the Council, and Dr. 
O. E. Locken, speaker of the House, whose deaths oc- 
curred during the year. These were regularly adopted. 


The president read the reports by title and assigned 
them to the Reference Committees. 

The following resolution was referred to the Com- 
mittee on Miscellaneous Scientific Reports: 


“Resolved, That a committee should be appointed by the 
House of Delegates of the Minnesota State Medical Associa- 
tion to study the whole matter of reporting potential sex 
criminals and looking to the possibility of recommending a 
change in the Minnesota statute and unwritten law on 
privileged communications to permit physicians to cooperate 
more fully with the police in the suppression of sex crimes. 


A resolution that the Minnesota State Medical As- 
sociation approve the purpose of the Summer Round- 
Up and offer its codperation to the Minnesota Parent- 
Teacher Association in promoting the program and in 
working out proper methods was referred to the Com- 
mittee on Lay Education Reports. 

Dr. Boleyn reported forty-nine 
tendance. 

The House recessed at 3:55 p. m. 
7 :30. 


delegates in at- 


to reconvene at 





HOUSE OF DELEGATES 
Second Meeting 
Sunday Evening, May 2, 1937 
The second session of the House of Delegates con- 
vened Sunday at 7:40 p. m. 


The report of the Council was given by Dr. George 
Earl, Chairman. 


REPORT OF THE COUNCIL 


The opening session of the Council, held in con- 
nection with the Eighty-fourth Annual Meeting of the 
Minnesota State Medical Association, convened at 9:20 
a. m. Sunday, May 2, Dr. George Earl, Chairman, 
presiding. 

The following were present: 


President A. W. 
Secretary 
Treasurer 

Past President 
Second District 
Third District 
Fourth District 
Fifth District 
Sixth District 
Seventh District . ..E. J. Simons 
Eighth District ... ..W. L. Burnap 
Ninth District . S. Adams 


. Adson 
E. A. Meyerding 


The minutes of 
proved. 

Dr. J. M. Hayes stated that the report of the fiscal 
agency was the same as reported at the last Council 
meeting ‘and the report was accepted and filed. 

The report of the treasurer was presented by Dr. 
Condit and accepted. 


the previous meeting were ap- 
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REPORT OF THE TREASURER 
Minnesota State Medical Association 


Statement of Cash Receipts and Disbursements 
for the Year Ended December 31, 1936 


CURRENT FUNDS 


Cash on hand, December 31, 1935 

Cash Receipts, year 1936: 

Dues collected, year 1935 and 
prior 

Dues collected, year 1936 

Dues collected, year 1937 


Total dues collected 

Contributions to 
memorial fund 

Interest on savings accounts 

Minnesota Medicine 

Sale of diabetes books 

Sundry items 

Tronaiecred from Technical Exhibit Fund 
for credit of “Annual Meeting’ ex- 


Total receipts 


$41,711.07 
Cash Disbursements, year 1936: 
Special committees : 
Diabetes 
Educational fund 
Historical 
Hospital and 


Public 
Comm. 
Radio 
State Health Relations 

Works Progress Administra- 


Health 


tion 
Unbudgeted Committees ... 
Minnesota Medicine subscriptions 
Furniture and Fixtures 
Dues refunded 
Solicitation expense, Herman M. 
ohnson memorial fund 
Administrative expenses: 
Annual meeting (Rochester)... 2,602.33 
Conferences : 
A. M. A. delegates 115.83 
President’s contingency fund 300.00 
Other 90.36 
Council expenses 310.01 
County Officers’ Meetings 348.49 
Miscellaneous expenses 
Office supplies and postage .... 
Printed matter 
ent 
Secretary’s salary 
Secretary’s travel expense... 
Stenographic service 
Field Secretary’s salary 
Field Secretary's travel 
pense 
Medical relief 
Special session, House of Dele- 
gates 
Telephone and telegraph 
Treasurer’s salary 


933.76 
115.56 


221.96 
623.68 


18,976.95 


Total disbursements 


$35,356.24 
3 
Cash on hand, December 31, 1936: 
American National Bank, checking ac- 
count 
American 
count 
Farmers & Mechanics Bank, savings ac- 
count 1,557.88 
First National Bank, savings account.... 26.42 


2,712.87 
2,057.66 


Total cash on hand $ 6,354.83 


The Council recessed at 10:20 a. m. 


* * * 


The meeting reconvened at 12 o'clock. 

Mr. B. E. Kuechle presented the idea of a panel for 
industrial medicine in Wisconsin. Dr. Adson moved 
that this be referred to the Industrial Relations Com- 
mittee and that the committee meet with representa- 
tives of insurance companies to formulate a plan to be 
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$ 3,324.09 


$38,386.98 


resubmitted to the Council before action is taken 
This was seconded and carried. 

Mr. J. L. Perlt, Saint Paul Association of Com. 
merce, discussed holding the convention in Saint Pay 
and Minneapolis in alternate years. Action will 
taken by the House of Delegates. 

Dr. E. K. Geer told the Council that county ang 
state sanatoria are said to be admitting patients from 
out of the state for treatment. Dr. Hayes moved the 
matter be referred to the Board of Control for jp. 
vestigation. The motion was laid over for action unti 
after further information had been secured. 

Dr. L. R. Critchfield, on behalf of the Committe 
on Public Health Education, requested an additional 
$1,000 for the year, making a total budget of $4,000, 
This request was referred to the Budget Committe 
for report to the Council later. 

Mr. Manley Brist spoke on the matter of doctors 
brought before the Narcotic Division and the Liquor 
Control Commission. 

Dr. Sogge told of a special meeting he attended oj 
the House of Delegates of the Wisconsin Medical As. 
sociation, called to consider certain sickness insurance 
bills introduced in the legislature. 

Dr. Olin West, secretary of the’ American Medical 
Association, was presented to the Council and spoke on 
narcotic violations. 

Dr. C. B. Wright, a trustee of the American Med- 
ical Association, called attention to the provision in the 
new constitution that any member convicted of 2 
felony automatically loses his membership and must 
again apply for membership. Dr. W. F. Braasch also 
discussed this subject. 

The meeting recessed at 2:50 p. m. 


* * * 


The Council reconvened at 5:10 p. m. 

Dr. Horace Newhart spoke on the question of 
creating a state commission on school health and stated 
that a resolution similar to those passed by the Henne- 
pin and Ramsey County Societies would bring the 
matter properly before the public. 

A correction was made in the action on group 
hospitalization taken at the previous meeting. The 
following motion was substituted: 

“That the Council approve the bill, providing nothing in the 
provision shall be construed to include professional medical 


care, and that Dr. Sogge’s committee study it further to 
find that there is nothing objectionable in it.” 


Secretary Meyerding announced that the total paid 
membership as of April 27 was 2,227, a gain of 162 
over last year. 

No action was taken on the recommendation of the 
Constitution Committee that the Editing and Pub- 
lishing Committee be enlarged. (Communications were 
read from Dr. T. A. Peppard, Secretary of the Editing 
and Publishing Committee, “concerning the recent ac- 
tion of Hennepin County Medical Society relative to 
Journal-Lancet” (letter to Chairman of Council dated 
4-5-37). The matter was deferred in the Council 
until a special committee of three members from the 
Council and three from the Editing and Publishing 
Committee could meet with a committee from the 
Hennepin Society to study the matter. 

There was further discussion on the request of the 
Public Health Education Committee for an additional 
$1,000 in the budget. 

Dr. Sogge presented a resolution pertaining to the 
Herman M. Johnson Memorial Fund, to make definite 
the purpose for which the fund is being raised. The 
resolution was referred to the House of Delegates for 
action. 

The meeting recessed at 6:10 o’clock. 


* * * 


The report of the Council was adopted. 
Dr. Boleyn reported fifty certified delegates in at- 
tendance. 
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Dr. Olin West then addressed the House of Dele- 
gates. 

The House of Delegates next heard an address by 
Dr. Edward H. Skinner, Kansas City, president-elect 
of the American Radium Society. Dr. Skinner spoke 
on the subject, “How the Kansas City Profession Is 
Meeting Social Security Problems.” He said, in part: 


“In Kansas City we have attempted to bring about 
a hook-up between the county medical society and all 
of the organizations which might touch upon the social 
security program, such as the Chamber of Commerce, 
the Community Chest, the Council of Social Agencies, 
of which the Health Conservation Association is a part. 
Inducing physicians to become identified with these 
organizations serves a very useful purpose. There is no 
reason why a physician should not be an active citizen 
at the same time he is trying to be a good doctor. He 
should have just as healthy an interest in the social 
welfare of his city as any other citizen... 

“Our city health director doesn’t have to inquire 
about our attitude, because he is a member of the 
county medical society . Our city health depart- 
ment has run successfully because of the hookup with 
the county medical society primarily. All immuniza- 
tions and vaccinations are completed in the phy- 
sicians’ offices at a minimum fee, and the only place 
they are given free is at the health department office 
at the City Hospital. Few go to the City Hospital, and 
we now have 93 per cent of our school population 
immunized with no deaths from diphtheria in nineteen 
months. 

“We have a group of physicians who solicit funds for 
the Community Chest each year so we are enabled to 
make a showing as physicians. At the same time we 
publish a survey showing that 166 doctors are serving 
on the staff of the general hospital and 44 on the 
Children’s Mercy Hospital, donating their time. That 
fact is no excuse for the entire membership not giving 
since 500 members should not be permitted to hide 
behind the charity work of a part... 

“I think high school students know more about the 
pro and con upon the socialization of medicine than 
a majority of members of the county medical society. 
We dislike socialized medicine thoroughly, but we 
should know the reasons why we dislike it and why 
everyone should dislike it. Not because it disrupts pri- 
vate enterprise and the practice of medicine, but be- 
cause the citizens will not receive a service commensu- 
rate with what they pay for. If they have to pay the 
bill for the socialization of medicine, they will not get 
out of it what they should... 

“It is up to us to maintain and to cause to grow 
into a more useful unit our own organization within our 
community, the county medical society. That is the 
bulwark of our defense. That is why the idea of 
integrating ourselves with the citizenship through 
all of these social welfare organizations, Community 
Chest, service clubs, Chambers of Commerce, and 
political clubs will serve as our best fortification for 


the preservation of our rights and privileges as phy- 


sicians. 
* * *~ 
In accordance with the recommendations of the 
Reference Committees, the following reports were ac- 
cepted by the House of Delegates. 


COMMITTEE ON MILITARY AFFAIRS 


Lt. Col. F. L. Smith, chairman, reported 405 active 
members in the Minnesota Medical Reserves. Activities 
of the committee during the past year included an ex- 
tensive exhibit at the 83rd Annual Meeting of the 
Minnesota State Medical Association; the Eighth An- 
nual Medical Reserve Officers’ Inactive Duty Training 
Unit held October 4 to 17 at Rochester under the 
auspices of the Mayo Foundation; participation in Na- 
tional Defense Week. 
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Corps Headquarters has openings for Medical 
Reserve Officers interested in getting six months’ or a 
year’s service with CCC camps in the eight states 
comprising the Seventh Corps Area. Application was 
made to the War Department by the President of the 
University in 1936 for re-establishment of the Medical 
R.O.T.C.: Twenty-five graduates of the Medical School 
have applied through the War Department for com- 
missions in the Medical Corps during the year. 

COMMITTEE ON HOSPITALS AND 
MEDICAL EDUCATION 


Dr. L. F. Hawkinson, chairman, reported that plans 
were made to provide program chairmen with a list 
of available speakers and their subjects. The Com- 
mittee codperated with the Children’s Bureau of the 
Minnesota Department of Health under direction of 
Dr. Hartley on Refresher Courses. Centers were 
selected and plans for arrangements and publicity 
formulated at a meeting in March. 


The Reference Committee, in approving the report, 
placed special emphasis on the paragraph stating, “The 
Committee believes that many of the papers presented 
before the county and district societies are too tech- 
nical and that it would be to the interest of better 
medical education if the speakers would give simple, 
practical talks.” 


COMMITTEE ON DIABETES 


The Committee recommended that the Minnesota 
Public Health Association be petitioned to create a 
Council on Diabetes to develop a program for the 
prevention and care of diabetes in Minnesota, Dr. R. 
M. Wilder, chairman, reported. The matter now is 
under the advisement of the Council of the Minne- 
sota State Medical Association. 

The Committee plans to prepare an exhibit for the 
1938 medical meeting showing campaigns against 
diabetes in cities where the Public Health Association 
has codperated in such a campaign. The increasing 
incidence of diabetes has brought it into ninth place 
among the causes of death. 


COMMITTEE ON CANCER 


Because the hope for cure in cancer rests mainly in 
an early diagnosis, the Committee for the past three 
years has been making an effort to educate physicians 
and stimulate their interest in the subject through meet- 
ings of local societies devoted entirely to cancer, Dr. 
Martin Nordland, chairman, reported. 

Within the past year a Cancer Education Program 
for the public has been sponsored by the Women’s 
Field Army of the American Society for the Control 
of Cancer and an appeal was made to the medical 
profession for help in carrying out this program. A 
meeting of the Cancer Committee was called in October. 
Plans were discussed for the creation of a Speakers’ 
Bureau and it was recommended that committee mem- 
bers act as advisors in the presentation of the Cancer 
Education Program in their territories. Each member 
was asked to furnish a list of speakers to be filed with 
the Secretary and recommendations were also made 
for an enlarged educational exhibit at the State Meet- 
ing. 

COMMITTEE ON INTER-PROFESSIONAL 

RELATIONSHIP 


Twenty-four representative nurses, hospital admin- 
istrators, and physicians were present at a dinner held 
by the committee, April 3, Dr. F. J. Savage, chair- 
man, reported. Speakers included Dr. A. F. Branton, 
who discussed “Hospital Problems in Relation to Nurs- 
ing,” Mr. Drummond, Mr. Norby, Miss Densford, 
Miss Urch, Miss Halvorsen, Miss Peterson, and Dr. C. 
B. Wright. Mr. Norby stated that a larger number of 
general duty registered nurses than ever before is now 
employed by hospitals. Miss Halvorsen presented a 
study covering a ten-year period on the number of 


549 





PROCEEDINGS MINNESOTA STATE MEDICAL ASSOCIATION 


nurses registered annually with the state board of ex- 
aminers, showing that, in spite of the fact that the 
number of approved schools of nursing have been 
reduced from sixty-four to thirty-three, there has 
been quite a uniformity in the number of nurses ap- 
pearing annually for examination. Another fact brought 
out was that from April 1, 1936, to April 1, 1937, 862 
nurses left the state, 40 per cent going to California. 

The Committee believes that discussion of problems 
which are common to physicians, nurses and hospital 
administrators, when the various groups represented 
can carry back to their own organizations the results 
of such group discussion, is well worth while and a 
definite aid in helping to solve their common problems. 


The Reference Committee recommended further study 
on the problem of nursing in small country hospitals 
as the cost of nursing in such institutions today is 
well nigh prohibitive and the practical nurse does not 
solve the problem. 


HISTORICAL COMMITTEE 


Dr. J. M. Armstrong, chairman, reported that 
material has been gathered on the History of Medicine 
in Dodge, Waseca and Rice Counties, and some ad- 
ditional material on Nicollet, Wright and Ramsey 
Counties. 


COMMITTEE ON SYPHILIS AND SOCIAL 
DISEASES 


The report of this Committee, originated by the 
Council in December, was made by Dr. S. E. Sweitzer, 
chairman. A meeting was held in February when a 
series of eleven questions for solution in syphilis con- 
trol, sent from the Surgeon General’s office, were dis- 
cussed and recommendations made on each. 

The Committee is codperating with the State Depart- 
ment of Health, which has charge of epidemiology, and 
it expects to aid in carrying out plans proposed by the 
United States Public Health Service. The Committee 
believes that clinic facilities in large centers are ade- 
quate but it is hoped to establish clinic centers through- 
out the state with free treatment for indigent and 
marginal groups. Plans also call for working out of 
provisions for serological laboratory facilities by the 
State Board of Health and a possibility of the estab- 
lishment of fever treatment centers for gonorrhea. 


The report with the recommendations on the eleven 
questions was approved by the Reference Committee 
with the exception of those on Question 8 dealing with 
the availability of hospital beds for treatment of cases 
needing hospitalization. This was referred back to the 
Committee for clarification. 


COMMITTEE ON MATERNAL WELFARE 


Dr. R. D. Mussey, chairman, reported that, in ac- 
cordance with its aims and purposes, the Committee 
has codperated with the Committee on Medical Edu- 
cation and Hospitals of the Association, the Extension 
Division and the Medical School of the State Univer- 
sity and the Division of Maternal and Child Hygiene 
of the Department of Health, to arrange a refresher 
course for physicians in obstetrics and pediatrics. This 
work was made possible through the Social Security 
Act. 

The course which has been completed was in a sense 
a trial course. It was given in the University with six 
obstetricians and six pediatricians giving the lectures. 
This series met with a favorable response. 

It was further announced that a similar series, with 
one talk a week for six weeks, would be given at 
Worthington, Brainerd, Fergus Falls, Mankato, Grand 
Rapids and St. Cloud, beginning May 26 
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COMMITTEE ON DEAFNESS PREVENTION 
AND AMELIORATION 


Dr. Horace Newhart, chairman, reported the follow. 
ing activities of the Committee during the year: par. 
ticipation in educational exhibits; fostering, by the loan 
of equipment, audiometer surveys to disclose hearing 
deficiencies among rural school children in Goodhye 
and Blue Earth counties; conducting demonstration 
survey of the school population and providing a pro- 
gram for a health meeting at Little Falls; addresses 
on the Conservation of Hearing before many groups; 
attending meetings to initiate preparation of a bill to 
establish a Minnesota Public Health School Commis- 
sion; carrying on correspondence with an ever growing 
number of inquirers regarding conservation of hearing. 

The Committee reports a notable increase in this 
field of preventive medicine and recommends the con- 
tinuation of this committee and a grant by the Council 
of funds towards defraying some of the expenses of 
the Committee. 


COMMITTEE ON SCHOOLS FOR 
LABORATORY TECHNICIANS 


Dr. Leo G. Rigler, chairman, reported that since the 
committee functioned largely as a clearing house for 
inquiries concerning various schools in the state of 
Minnesota, it seemed that the necessity for the commit- 
tee had ceased and it should be disbanded. Inquiries 
in the future can be answered in the secretary’s office 
by reference to approved lists which have been com- 
pleted. 


COMMITTEE ON INDUSTRIAL RELATIONS 


Dr. J. M. Hayes, chairman, stated that many reports 
have come in to the Committée from members conm- 
plaining about the Compensation Insurance Adjusters 
attempting to send their patients to the insurance doc- 
tors. Apparently reports are still going out from the 
Industrial Commission stating that the patient must 
take the insurance company doctor or pay his own ex- 
penses. 

The Reference Committee recommended that the 
Association reiterate the previously adopted principle 


of the free choice of physician by a patient. 


COMMITTEE ON PUBLIC HEALTH 
EDUCATION 


The most urgent function of this Committee, Dr. 
L. R. Critchfield, chairman, stated, is to educate the 
public, on one hand, to look to the local practicing phy- 
sician for the protection of their health, as well as for 
treatment in time of illness, and to educate our mem- 
bers, on the other, to assume an official responsibility, 
in consultation with the department of health, for all 
phases of medical care and health protection in their 
communities. 

The large number of current lay public health cam- 
paigns have great potentialities for good if they are 
sponsored and carefully directed by physicians. If they 
are not so sponsored, they are only too likely to pre- 
sent serious difficulties and serious misunderstandings 
of the policies and principles of medicine. Among 
these important campaigns are the cancer education 
campaign, campaign for syphilis control, campaign to 
inform people on the effectiveness of pneumonia serum. 

The private practitioner is bound to inform himself 
thoroughly on the newest technic in diagnosis and 
treatment. It is also his obligation to keep before the 
public eye the sensible and simple rules of health to 
be practiced in daily living. 

To inculcate a healthy attitude toward all new devel- 
opments and to preach that the family doctor knows 
these things and can give the best treatment is the end 
toward which this Committee maintains several regular 
services designed to reach as many people in Minnesota 
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as possible, including: the College Lecture Course, now 
in its fourth successful -year; weekly newspaper health 
service; health talks reaching many groups, a total of 
666 were given; speakers’ bureau and speakers’ library; 
aiding Everybody's Health magazine in. an advisory ca- 
pacity; coOperating in 4-H Club examinations, cooper- 
ating with the Women’s Auxiliary members, who are 
leaders in community life. 


There is no doubt that this Committee must look for- 
ward to increasing and intensifying its program on pub- 
lic health activities. A larger expenditure of funds than 
ever before ts going to be necessary if we are to 
maintain the close codperation and extend the proper 
assistance that the great new health campaigns demand 
of us. If we do not extend this cooperation, the move- 
ments themselves will suffer and other non-medical 
groups will assume complete control. 


The Reference Committee commended the activities 
and splendid results obtained by the Committee and 
recommended that an increase in the budget allowance 
for the continuance of the work of the Committee, re- 
quested by the chairman, be-allowed if possible. 


COMMITTEE ON STATE HEALTH 
RELATIONS 


Dr. T. H. Sweetser, chairman, reported on the ac- 
tivities of this Committee. The care of the indigent 
has come up repeatedly from various parts of the 
state. Maps have been made showing conditions in the 
state as compared with a year ago. The survey of 
medical care in state institutions was completed and a 
report presented to the Council. This report has appar- 
ently already borne fruit. Some study has been made 
of the medical aspects of the Old Age Assistance Act. 
The question of balances between local hospitalization 
of the indigent sick and reference of such patients to 
the University Hospital comes up from time to time: 
many cases must be considered individually. The Com- 
mittee or some of its members have worked with many 
of the other State Society committees, as well as with 
the Board of Health and other federal, state and local 
agencies. 


EDITING AND PUBLISHING COMMITTEE 


Dr. J. T. Christison, chairman, reported an increase 
in advertising revenue and volume for MINNESOTA 
MEDICINE over the previous year. The increase in 
revenue amounts to 3.5 per cent over 1935. The net 
cash surplus for the year amounts to $774.36, as com- 
pared to $611.72 for 1935. 


EDITORIAL ASSOCIATION COMMITTEE 


The Editorial Association distributes our Health 
News Service to the 500 newspapers of Minnesota 
through its Publicity Control Bureau. Concerning this 
service and its value, the president of the Editorial As- 
sociation states that this is the best service of the sort 
available to rural newspapers anywhere in the United 
States, and is a valuable public service. He felt that a 
question and answer section would be a valuable addi-, 
tion to the service and the Committee believes that the 
possibility of adding such a service should be investi- 
gated with a view to establishing it if possible. 

The relations between the two associations have 
been very close and the Editorial Association has ad- 
vised our association on policies such as combating 
anti-vaccination propaganda in the newspapers and on 
newspaper publicity on the educational phase of the 
campaign to control syphilis. In the latter case, it was 
believed advisable to hold back publicity until definite 
plans had been formulated. 


RADIO COMMITTEE 


Dr. R. M. Burns, chairman, reported that from May 
1, 1936, to April 30, 1937, Dr. William A. O’Brien gave 
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thirty-seven talks over WCCO for the Minnesota State 
Medical Association and ten talks for the Minnesota 
State Dental Association. This radio service has been 
offered to the people of the Northwest since April 3, 
1928. An attempt has been made to offer a balanced 
service which would include all the phases of medicine. 
Dr. O’Brien also gave over 100 health talks before va- 
rious groups. An attempt has been made to answer all 
mail in connection with the broadcasts. There is a 
constant demand for more information. 

Station WCCO has continued to codperate, is eager 
to continue the program and sincerely regrets its in- 
ability to give us a fixed yearly time. 

An invitation was received from a new radio station 
in the Twin Cities to make use of its facilities for a 
weekly talk. It was the opinion of the Committee that 
utilization of the radio should be encouraged, provided 
the broadcasts can be conducted properly by qualified 
speakers, suitably endorsed. The fact that talks by Dr. 
O’Brien cannot be heard in some parts of the state 
makes it particularly desirable that programs be ar- 
ranged over local stations. The Council gave special 
permission to the St. Louis County Medical Society to 
arrange broadcasts in that county with the approval of 
this Committee. 

The Committee urges others of the larger local so- 
cieties to do likewise provided program arrangements 
be approved by this Committee to avoid conflicts. Spe- 
cial emphasis was laid upon the necessity of develop- 
ing skillful speakers. 

The action of the Judicial Council of the American 
Medical Association, which went on record as follows, 
was adopted as the Committee’s official policy on the 
matter of speakers: 

“No physician engaged in private practice should con- 
tribute articles to local publications under his own 
name or should speak over the radio as an individual. 
He may write or speak as an official representative of 
the Medical Society in which he holds membership, 
however, provided tt is made clear that he is writing 
or speaking for the Society.” 


COMMITTEE ON UNIVERSITY RELATIONS 


Dr. W. W. Will, chairman, reported that during a 
recent meeting of the Committee with Dr. H. S. Diehl, 
Dean of Medical Sciences, the following information 
was received: preference in admittance to the medical 
school is given citizens of Minnesota; new application 
admittance blanks embrace aptitude and qualities other 
than scholarship for consideration in determining ap- 
plicant’s desirability; as recommended by this com- 
mittee, cognizance has been taken of the necessity for 
revising courses in prescription writing, pharmacology 
and therapeutics in general, with the view to making 
them more practical; during the fourth year of medical 
studies, a course of socio-economics including ethics, 
fee schedules, medico-legal problems, collections, mal- 
practice insurance, patient-physician relationships and 
other topics will be included. 


COMMITTEE ON MEDICAL ECONOMICS 

The editorial phase of the work of the Committee 
has been predominant during the past year, Dr. W. F. 
Braasch, chairman, reported. We believe that this 
section in MINNESOTA MEDICINE has kept the members 


informed in regard to vital social and economic prob- 
lems of the day. 


COMMITTEE ON THE SURVEY 
OF MEDICAL COSTS 


Summary of a study of 500 replies to a preliminary 
questionnaire on Medical Costs was reported on by Dr. 
W. W. Will, chairman of the committee appointed to 
collect data in defense of the present status of the 
practice of medicine. 


Letters -were mailed to all members of the State 


Association willing to codperate in providing facts on 
the costs of medical care. 
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COMMITTEE ON FRACTURES 


It is suggested by the chairman, Dr. R. C. Webb, and 
members of this Committee, that the Fracture Com- 
mittee shall consist of eighteen members, two from 
each Councilor District, six of whom shall be appointed 
annually for a three-year period with a chairman to be 
appointed annually. The function of the committee 
shall be to promote improvement in the treatment of 
fractures throughout the state by: (1) improving first 
aid and transportation equipment on ambulances and 
by promoting instruction for ambulance attendants in 
handling fractures; (2) obtaining the adoption of im- 
proved diagnostic methods in x-ray laboratories; 
(3) obtaining improvements in equipment for treatment 
of fractures in the hospitals; (4) arranging for papers 
and discussions on fracture treatment at medical so- 
ciety meetings; (5) promotion of study of types of 
fractures involved in malpractice lawsuits; (6) codp- 
eration with other fracture committees. 


COMMITTEE TO STUDY CONTRACT 
PRACTICE 


Dr. O. W. Yoerg, chairman, reported that the Com- 
mittee believes that if all County Societies indorsed and 
accepted the Standards Relating to Contract Practice 
as simplified and revised by the Judicial Council of the 
American Medical Association, which this Committee 
recommended for adoption last year, and if the pro- 
fession at large lived up to its contents, this Commit- 
tee could be dispensed with except that it might act as 
an arbitration board when disputes should arise. 


The Reference Committee recommended that the 
Committee be retained to act as an arbitration board. 


MEDICO-LEGAL ADVISORY COMMITTEE 


Dr. B. J. Branton, chairman, reported that the Com- 
mittee has continued the work begun last year and 
feels that it has accomplished much toward the ideal 
sought for, a united profession against the unjustified 
law suit for malpractice. Activities of the Committee 
have included frequent meetings with insurance repre- 
sentatives, lawyers for insurance companies, hospital 
executives, advisory boards of component societies and 
legislative people; a trip of investigation to New York 
and questionnaires sent to all state societies for valu- 
able data on methods to combat this evil; monthly edi- 
torials in MINNESOTA MEDICINE, talks before societies, 
use of a new form of report card to make membership 
more familiar with the situation. 


The Reference Committee recommended that this 
Committee be continued and also that some financial 
consideration be allocated for the expenses of the 
Committee, approximately $500 a year for the expenses 
of this investigation. 


COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


Dr. L. L. Sogge, chairman, gave a detailed oral re- 
port of the work of his committee before the Reference 
Committee on State Health Relations Reports. The 
Reference Committee felt that this committee should 
be highly recommended for the tireless and efficient 
work which it had done. Out of some 1,800 bills intro- 
duced into the legislature last session, many of which 
pertained to and were detrimental to the medical pro- 
fession, only one bill having relation to the medical so- 
ciety was allowed out of the committee and that was 
later killed. 


Committees which reported no special activity during 
the past year were the Committee on Medico-Legal 
Affairs and the Committee on Public Health Nursing. 
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. syphilis. 


REPORT OF THE COUNCIL AND 
SECRETARY 


_ The Secretary reported that the Association, with its 
increasing codperation with State and Federal Welfar 
agencies, is becoming an integral part of the machinery 
of relief and Social Security and is in a position to he 
of real public service and to protect the interests of 
the doctor. 


Sound principles in the management of medical care 
for the indigent are being established in all of the of. 
ficial agencies concerned in relief work, and are noy 
being put into practice in many counties, while delay 
in other counties has been caused by the fact that 
county officials have been awaiting the passage of the 
Public Welfare Bill, which should standardize reliej 
and welfare organization. 

Welfare boards created by this bill will work with 
the Contact Committee of Three. As physicians who 
are already familiar with administrative problems 
they will be in a position to assist in the selection of 
qualified members for these boards and to codéperate at 
the outset in any reorganization that may take place in 
the management of medical care for the indigent or 
recipients of Old Age Assistance. 

One of the important functions of the State Office is 
the maintenance of close relations with the official 
agencies—State Board of Control and its Coérdinated 
Field Service, State Board of Health, ERA, WPA, and 
relief workers in the counties, as well as the United 
States Public Health Service and many others. We 
have assisted not only with services of our members 
but also with cash appropriations and services of our 
paid employees. For about a year and a half Mr. 


R. R. Rosell, assistant to the Secretary, has carried on 
this work with conspicuous success. 

Wherever it has seemed advisable, Mr. Rosell has 
helped the Contact Committees and other society rep- 


resentatives to secure better care of the indigent in 
their counties. He has kept in touch with relief work- 
ers throughout the state in order to keep them inform- 
ed of the State Association’s policy on relief and to 
foster good will generally. 


As the special meeting of the House of Delegates 
held November 1, certain established medical policies 
were restated for submission to the Interim Committee, 
which was considering legislation for the reorganiza- 
tion of public welfare in the state. This policy in- 
volves chiefly the free choice of physician and free 
choice of hospital where private hospital facilities are 
available, adequate and practicable. It disapproves the 
practice of bidding in the rendering of professional 
services to recipients of relief; points out that ade- 
quate medical care is of sufficient importance, both to 
patient and to taxpayer, to warrant separate considera- 
tion of each individual case, and also points out that 
there are individuals who are in need of medical relief 
but not on relief as far as other necessities of life are 
concerned. 

An unusual number of public health education cam- 
paigns are in progress, constituting a challenge to the 
medical profession. Doctors should be ready and fa- 
miliar with the newest technics of diagnosis and treat- 
ment when the public, inspired by these campaigns, 
comes to them. One of these campaigns is to control 
Another is the campaign of education about 
cancer which is being carried on by the Women’s Field 
Army of the American Association for the Control of 
Cancer, and which has had the approval of the Council 
and the assistance of physicians in various parts of the 
state. There is the nation-wide campaign of the Com- 
mittee on Maternal and Child Welfare; the movement 
to educate the public to proper care for diabetes; and 
the established campaigns on tuberculosis and_ heart 
disease. In so far as all of these efforts bring people 
to their doctors for treatment at a time when their 
disease can easily be cured or, perhaps, prevented, they 
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do great good and should have every encouragement 
from the doctor. 

The State Office staff has continued under the vari- 
ous committee auspices to carry on its regular estab- 
lished services, such as the Health News Service, under 
the auspices of the Committee on Public Health Edu- 
cation and the editorial assistance in preparing the 
Medical Economics Section for MINNESOTA MEDICINE 
under the auspices of the Committee on Medical Eco- 
nomics. 

There is also the Speakers’ Bureau and the Speak- 
ers’ Library, and the assistance and booking of the 
College Lecture Courses carried on under the joint 
auspices of the Minnesota Public Health Association 
and the State Medical Association. These activities be- 
long mainly to the Committee on Public Health Edu- 
cation. The present budget of this Committee will not 
permit active participation in any of the additional 
work that will come before us. -More money, if any 
can be made available, should be allotted to the Com- 
mittee at once. 


As more and more of our committees are drawn 
into active service to advise upon public problems, 
more and more secretarial work is required at the State 
Office, and we are consequently obliged to call more 
and more upon the staff of the Minnesota Public Health 
Association, which is so fortunately at hand at our 
joint headquarters. Thus the practical advantages of 
the close codperation between the two organizations 
become each year more apparent. 

During the past year, our Association has suffered 
two great losses in the deaths of Dr. H. M. Workman, 
chairman of the Council for many years, and Dr. O. E. 
Locken, speaker of the House of Delegates. 


ANNUAL COUNCIL REPORT 


The Council has met seven times during the past 
year. The problems considered have been concerned 
largely with the determination of relations between the 


ever-expanding medical programs of Federal and State 
agencies, and the private practice of medicine. Respon- 
sible officials of these organizations have discussed their 


plans fully and frankly with the Council. Dr. A. J. 
Chesley, State Health Officer; Dr. H. E. Hilleboe, 
State Board of Control; Dr. E. C. Hartley, Division of 
Child Hygiene, in charge of the Refresher Courses, 
have asked the advice and endorsement of the Coun- 
cil. Dr. H. S. Diehl, Dean of Medical Sciences, Uni- 
versity of Minnesota, has attended several Council 
meetings and is serving as ex-officio member on sev- 
eral important committees. 

Among the projects approved by the Council and in 
which committees of the State Society are now co- 
operating are: (1) Promotion of vaccination and im- 
munization campaigns; (2) Refresher courses; (3) The 
Social Security program for crippled children: (4) 
Maternal and Child Welfare; (5) Public Health Units, 
which have been established in three districts of the 
state in order to permit the Department of Health to 
take advantage of funds available under Title Six of 
the Social Security Act. Headquarters are at Bemidji, 
Mankato, and Winona. 

Frequent requests are made of the Council for a 
standard fee schedule for the entire state. The Council 
again went on record as opposed to such a schedule on 
the ground that a standard schedule that will apply to 
the entire state is not feasible. Fees differ widely and 
cannot be standardized. 

A Committee on the Survey of Medical Costs was 
appointed by the Council, including Dr. W. W. Will, 
Bertha, chairman; Dr. T. H. Sweetser, Minneapolis; 
Dr. A. W. Adson, Rochester; Dr. E. A. Meyerding, 
Saint Paul; Dr. H. S. Diehl, University of Minnesota; 
and Mr. R. R. Rosell, assistant to the Secretary, ex- 
officio members. A preliminary study of replies to an 
introductory questionnaire sent out by the Committee 
shows that professional expenses are somewhat higher 
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in the specialties, especially in surgery, than in general 
practice. Otherwise there seems to be no marked dif- 
ference in professional expenses between the rural and 
city practitioners and between other specialties and 
general practice. 

Other new committees include the Committee on 
Syphilis and Social Diseases and a Committee on 
Fractures to codperate with the Medico-Legal Advisory 
Committee. The campaign of the Women’s Field 
Army of the American Society for the Control of Can- 
cer was a matter of importance considered by the 
Council. At the Council’s request the State Office has 
lent what aid it could to this campaign, and a close 
association between the Association’s Cancer Committee 
and the Field Army has been approved. The impor- 
tance of willing codperation on the part of physicians 
in this campaign is apparent. 

The American Legion plan for physical examination 
for Legionnaires received attention and approval in 
principle. Members of the Public Health Education 
Committee were instructed to discuss the character of 
the examination with Legion officials. It is hoped that 
proper consultation may avoid the danger of endorsing 
an examination which is not thorough enough for use- 
fulness and at a price which would make a complete 
examination impossible. 

Regarding Resettlement Projects, in all but one, 
medical care is provided by local physicians on a fee 
basis. A physician for one camp was approved after 
investigation and the recommendation was made with 
the understanding that local physicians were to be used 
wherever practicable. 

The whole question of radio broadcasting by the 
State Medical Association or any of its units was 
brought before the Council as a result of a new offer 
of time on WMIN. This offer was turned over for 
consideration to the Radio Committee, but permission 
was explicitly given to the St. Louis and Olmsted 
County Medical Societies to arrange for regular pro- 
grams over their radio stations subject to the approval 
of the Radio Committee. Other large affiliate units 
were invited to submit similar requests to the Council. 

Dr. E. J. Simons of Swanville, Councilor of the 
Seventh District, was appointed to succeed the late 
Dr. O. E. Locken on the Certification Board of Public 
Health Nurses. 

The H. M. Johnson Memorial Fund was still short 
$237.44 of the $2,000 goal and it is hoped that any 
member who may have overlooked this opportunity to 
honor Dr. Johnson will make his contribution. A date 
for the first lecture remains to be set. 

There is probably less cause for alarm as to the 
safety of the fundamental principles of medicine today 
in Minnesota than there was a year ago. The more 
radical elements are looking for the time being to the 
Social Security Act to achieve what they might have 
tried to achieve by headlong experiment in the so- 
cialization of medical services. At the same time of- 
ficial agencies carrying out the provisions of the Act 
are working closely with organized medicine. How- 
ever, the efforts of organized medicine will avail noth- 
ing if the individual member in the remotest county 
society does not also do his part. He must work public 
“spiritedly with his local welfare officials to carry out 
sound programs in his community. 


REPORT OF COUNCILORS 


In moving the adoption of the reports of the Coun- 
cilors, the Reference Committee stated, “Upon review- 
ing the reports of the Councilors, it is obvious that the 
affairs of the various districts are in a harmonious 
state. In the Second District report, we note the im- 
portance of the medical clubs, of which there are many 
in the district. It would seem that the practical value 
of these clubs for the purpose of discussing the imme- 
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diate problems of the physician should be recognized by 
each county medical society.” 


Councilors reporting that affairs were satisfactory in 
their districts include: 


District 
District 
District 
District 
District 
District 
District 
District 
inth District 


The resolution on the reporting of sex criminals was 
adopted and assigned to the Committee on Medico- 
Legal Affairs for scientific study. The resolution ap- 
proving the Summer Round-Up was also adopted. 

Dr. F. J. Lexa of Lonsdale presented the matter of 
disclosure of information, obtained from patients, to 
insurance companies, mentioning specific cases. The 
matter was referred to the Council. 

The meeting recessed at 11:10 p. m. 


HOUSE OF DELEGATES 


Reconvened Meeting 
Monday Morning, May 3, 1937 
The Credentials 
members present. 


The Necrology Report, which was submitted by Dr. 
Olga Hanson, was adopted. 


Committee reported twenty-nine 


NECROLOGY REPORT 
MEMBERS 


Richard Olding Beard, Minneapolis. 
University, 1882. Died August 14, 

John E. Campbell, South Saint Paul. 
of Minnesota, 1901. Died November 24, 1936. Aged 61. 

Ethelbert O. Cosman, Minneapolis. Born 1860. incinnati 
College of Medicine and Surgery, 1885. Died March 20, 
1937. Aged 77. 

John B. arling, Saint Paul. Born 1859. Rush Medical 
College, 1882. Died November 10, 1936. Aged 77. 

Louise Marie Gerber-Dietmeir, Jasper. Born 1866. University 
of Minnesota, 1893. Died July 2, 1936. Aged 70. 

William M. Dummer, Fairfax. Born 1887. Northwestern 
University, 1918. Died February 2, 1937. Aged 50. 

Frederick A. Erb, Minneapolis. Born 1873. peczeonlty of 
Minnesota, 1902. Died October 25, 1937. Aave ¢ 

Erwin W. Exley, Minneapolis. Born (a of 
Minnesota, 1925. Died May 22, 1936. 

Peter M. Fischer, Shakopee. Born 1879. 
Medicine, 1907. Died September 29, 

David Simon Fleischhauer, Wabasha. 
University, 1899. Died October 14, 

Monroe M. Ghent, Saint Paul. Born 
College, 1901. Died May 6, 1936. Aged 66. 

Eugene Kibbey Green, Minneapolis. Born 1870. University 
of Minnesota, 1903. Died January 22, 1937. Aged 

Willard P. Greene, Minneapolis. Born 1871. University of 
Michigan, 1904. ied November 29, 1936. Aged 65. 

Charles A. Houston, Park Rapids. Born 1876. University of 
Minnesota, 1901. Died October 30, 1936. Aged 6 

Louis D. Hughes, Minneapolis. Born 1888. University of 
St. Louis, oe Died October 23, 1936. 

George T. Joyce, Rochester. Born 
illinois, 1904. Died March 29, 1937. 

R. Roy Kennedy, Minneapolis. Born 1883. Milwaukee Medical 
College, 1911: Died November 7, 1936. Aged 

Carl G. Kroning, Saint Charles. Born 1905. Sprzereity of 
Minnesota, 1932. Died February 22, 1937. Aged 3 

Antoine A. Laurent, Minneapolis. Born 1882. Tiaicrsster of 
Minnesota, 1911. Died October 21, 1936. Aged 54. 

Seymour R. Lee, Saint Paul. Born 1899. University of 
Illinois, 1927. Died August 10, 1936. Aged 37 

Oscar E. Locken, Crookston. Born 1891. University of 
Minnesota, 1920. Died January 18, aor Aged 45. 

Eugene G. McKeown, Pipestone. Born 1881. University of 
Minnesota, 1909. Died October 20, 1936. Aged 55. 

Joseph G. Mayo, Rochester. Born 1902. State University of 
Iowa, 1927. Died November Aged 34. 

Henry T. Nippert, Saint Paul. 1868. Miami Medical 
College, Cincinnati, 1891. Died July 4, Aged 68. 
Henry Plummer, Rochester. orn . | Northwestern 

University, 1898. Died December 31, . Aged 62. 
Alex Ridgway, South Haven. Born Minneapolis 
College of Physicians and Surgeons, 1894. Died April 3, 
1937. Aged 81, 


Born 1856. Northwestern 
1936. Aged 80. 
Born 1875. University 


etroit College of 
1936. Aged 56. 
Born 1877. 
1936. Aged 59. 
1870. Rush Medical 


Cornell 


b University of 
Aged 58. 
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George Steven, Byron. Born 1879. 
1903. Died November 15, 1936. 

Edwin O. Swanson, Saint Paul. 
Minnesota, 1917. Died March 29, 1936. Aged 45 

Harper orkman, Tracy. Born 1855. Northwesterg 
ore Medical School, 1878. Died October 8, 1936, 
Age 5. 


FORMER MEMBERS 


Roy W. Allen, Rochester. Born 1880. 
1904. Died "April 27, 1936. Aged 55. 

Floyd W. Burns, Saint Paul. Born 
Chicago, 1902. Died January 20, 1937. 

Harry Cannon, San Diego. orn 1872. W ae Univer. 
sity, 1904. Died March 23, 1936. Aged 64. 

William M. oe Waterville. Born 1858. Died 


5, 1937. Aged ‘ 
Andrew O. om, Chisago City. Born 1886. 
Minnesota, 1912. Died October 28, 
Herbert D. Jenckes, Pipestone. 
-ollege, Chicago, 1884. 


Rush Medical Col} 
Aged 57. — 


Born 1891. University of 


University « 


1876. 
Aged 6 


f Towa, 


University of 


February 
Yaixersity of 


Phy. sicians & 


Surgeons Died May 18, 1936, 


Aged 83. 
Guel G. Morehouse, Owatonna. 

1902. Died September 2, 1936 
Henrik K. E. Nissen, Minneapolis. 

sity of Oslo, 1888. 


Born 1876. 
Aged 60. 
Born 1864. Royal Univer. 
Died May 7, 1936. Aged 72. 


Bennett College, 


Dr. R. V. Williams brought up the question of com- 
pensation to the physician for chest x-rays taken of 
positive reactors to the Mantoux test and sent to the 
tuberculosis sanatorium for interpretation. He feels 
that the fee of $1.00 is not sufficient to cover costs, 
This matter was turned over to the Committee on State 
Health Relations. 


REPORT OF THE COMMITTEE TO STUDY 
FUNCTIONS OF COMMITTEES 


Dr. C. B. Wright, chairman, reported that his Com- 
mittee has worked for two years on the revision of 
the Constitution of the Minnesota State Medical As- 
sociation, the purpose for which the Committee was 
created in 1934. The revised Constitution and By- 
Laws have outwardly gone through a transformation, 
but fundamentally there are very few vital changes, 
and those that have been made are in a large part, 


cutting down, re-arranging and bringing up-to-date the 
former Constitution. 


The revised Constitution and By-Laws were printed 
in MINNESOTA MEDICINE and copies sent officially to all 
component societies. At this time the Committee is 
presenting for adoption the Constitution as presented to 
the House of Delegates in May, 1936, with Amend- 
ments which have been referred in detail to the 
Reference Committee and to the president, and also 
the revised By-Laws. 

The report was adopted and it was moved, seconded 
and carried to consider and approve each Article in- 
dividually. Each Article was therefore approved and 
adopted without further change. The By-Laws were 
also presented at this meeting, which was a continua- 
tion of the May 2 meeting, so that they could be 
adopted at the May 3 meeting. 

It was moved, seconded and carried that the Articles 
of Incorporation be changed by the Council to comply 
with the present Constitution. 

The meeting then adjourned. 


HOUSE OF DELEGATES 
Fourth Session 
Monday Evening, May 3, 1937 


The fourth session of the House of Delegates con- 


vened at 6:20 o’clock Monday evening, 
tary Meyerding called the roll 
responded. 


May 3. Secre- 
and fifty delegates 
A summary of the minutes of the previous meeting 


was given by the secretary and adopted. Dr. George 
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PROCEEDINGS MINNESOTA STATE MEDICAL ASSOCIATION 


. 
presented the report of the Council 


Earl, chairman, 
meeting. 
REPORT OF THE COUNCIL 


The third session of the Council convened at 11:50 
a. m., Monday, May 3. Minutes of the second session 
were read. 

A resolution was proposed to be given to the House 
of Delegates with reference to the Herman M. Johnson 
Memorial Trust Fund. 

Dr. J. T. Christison and Dr. E. A. Meyerding 
were Rominated to succeed themselves as delegate 
and alternate, respectively, to the American Medical 
Association. These nominations were to be presented 
to the Council. 

A resolution of the Hennepin County Medical 
Society regarding venereal disease clinics was read, 
and the organization of a venereal disease clinic in 
Dakota County was discussed. A communication from 
Surgeon General Parran on the report of the Com- 
mittee on Syphilis and Social Diseases was read. 

The question of county and state sanatoria admitting 
patients from outside the state for treatment was dis- 
cussed by Dr. Callahan of Pokegama and Dr. Hilleboe 
of the Board of Control. The matter has been re- 
ferred to the State Board of Control which has been 
requested to discourage the admission of out-of-state 
tuberculous patients in any tax-supported state sana- 
torium which is in competition with the private practice 
of medicine. 

Approval was given the policy adopted by the Radio 
Committee on future broadcasts and also to the re- 
fresher courses to be sponsored by the State Board of 
Control. 


The meeting adjourned at 1:15 p. m. 


* * * 


Dr. J. 


lution : 


M. Hayes then presented the following reso- 


“It is the consensus of opinion of the Council of the Minne- 
sota State Medical Association that the medical profession of 
the State of Minnesota shall codperate with the United 
States Public Health Service, the Minnesota State Board of 
Health and the various local and municipal boards of health 
in the national and state program for the control of venereal 
diseases. 

“It is recommended that uniform standards of examination 
and treatment be established on .a state-wide basis under the 
direction of the Committee on Syphilis and Social Diseases of 
of the Minnesota State Medical Association in coéperation with 
the United States Public Health Service, the Minnesota State 
Board of Control and various local and municipal boards of 
health. 

“It is also suggested that adequate 
the existing facilities and that 
Federal Government or the State of Minnesota and other 
governmental divisions be contributed to existing agencies 
rather than for the purpose of establishing new clinics and 
health centers for the diagnosis and treatment of venereal 
diseases. 

“It is further suggested that local county medical societies 
shall be responsible, in the development of new clinics and 
health centers, for the diagnosis and treatment of venereal 
diseases when inadequate facilities exist. The members of 
the county medical society in a given county may designate 
licensed practitioners of medicine to conduct examinations 
and administer treatment in the control of venereal diseases of 
those persons financially unable to provide the same. From 
available funds, such physicians conducting such examinations 


surveys be made of 
supplementary aid from the 


and administering such treatment shall be paid a reasonable fee 


for their professional services. 
This resolution was adopted. 


Dr. J. C. Hultkrans, chairman of the Reference Com- 
mittee on Constitution, gave the report on the By- 


Laws, indicating various changes. 
corrected, were adopted. 
The following officers were elected: 


The By-Laws, as 


President 
First Vice President 
Second Vice President 
Secretary 
Treasurer 


J. M. Hayes, Minneapolis 

W. R. McCarthy, St. Paul 

Smith, —“~ 

E. A. eon i St. Paul 
3 i 


inneapolis 
Speaker of the House of Delegates . Will, Bertha 
Vice Speaker of the House of Delegates 
‘ . J. C. Hultkrans, Minneapolis 
Councilors: 


Third District 
Fifth District 
Sixth District 
Seventh District 


B. J. Branton, Willmar 

G. A. Earl, St. Paul 

C. A. Stewart, Minneapolis 
. J. Simons, Swanville 


Delegates to the 


J. T. Christison, St. 
E. A. Meyerding, St. Paul 


American Medical Association: 
(Delegate) 
(Alternate) 


The following resolution was presented and adopted: 


“WHEREAS, Almighty God did remove from our midst on 
the 18th day of June, 1935, one of the outstanding members 
of the medical profession of the State of Minnesota, Dr. 
Herman M. Johnson of Dawson, whose work and achieve- 
ments are known to all of us in the present generation, and 

“WHEREAS, It is the wish of many members of the 
medical profession of this state to perpetuate Dr. Johnson’s 
memory so that those who will practice medicine in years 
to come in the State of Minnesota will be able to under- 
stand, appreciate and continue the work that has been done 
to raise the standards of medicine and to reduce quackery 
to a minimum, thereby adding to the health and welfare of 
the people of this state, and 

“WHEREAS, Contributions have been made by friends of 
Dr. Johnson throughout the State of Minnesota, to effectuate 
this purpose, now therefore, be it 

“RESOLVED by the Minnesota State Medical Association, 
through the House of Delegates, that the money so _ con- 
tributed in the past, and to be contributed in the future, be 
and the same hereby is set apart irrevocably, for all time, in 
a trust fund, the principal thereof to forever remain intact and 
interest therefrom to be reinvested in the fund or to be used 
to establish and maintain suitable memorial as the Council 
of the Minnesota State Medical Association shall direct. The 
aforesaid moneys to be invested and the interest therefrom 
to be expended by order of the Council of the Minnesota 
State Medical Association.” 


The Reference Committee on Medical Education 
Reports recommended the adoption of Section 8 of the 
report of the Committee on Syphilis and Social Diseases 
as follows: 

“8. The availability of hospital beds for treatment of cases 
needing hospitalization. 

“Recommendations: 

“1. Demand that indigent patients and recommend that 
all patients with acute and infectious syphilis be hospitalized. 

“- 


All hospitals supported by public funds be required to 
furnish beds for such purposes. 


With the understanding that this has reference to 
general hospitals only, the section was adopted. 

Resolutions were adopted thanking the hotels, the 
Twin City newspapers, the Saint Paul Association of 
Commerce, the Ramsey County Medical Society, Wo- 
men’s Auxiliary, radio stations, Boy Scouts, the Police 
Department and other organizations and persons who 
cooperated in making the meeting a success. 

President Adson expressed his appreciation of the 
honor of serving as president during the year. A 
rising vote of thanks was extended to Secretary Meyer- 
ding and his staff for their work in connection with 
the meeting. 

The meeting adjourned at 7:35 o’clock. 
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BOOK REVIEWS 





Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 





REVIEWS 


THE THYROID AND ITS DISEASES. J. H. Mean; 
M.D. 602 pages. Illus. $6.00. Philadelphia: Lippiy 
cott, 1937. 

This book, based on a large experience in thyroid 
work, not only clinically but in the experimental and 
philosophical field as well, presents a thorough and 
yet concise review of the entire field of thyroid diseay 








Synopsis oF GyNeEcoLocy. Based on the Textbook, 
Diseases of Women. Second edition. Harry Sturgeon 
Crossen, M.D., F.A.C.S., Professor Emeritus of 
Clinical Gynecology, Washington University School 
of Medicine, etc., and Robert James Crossen, M.D., 
Assistant Professor Clinical Gynecology and Obstet- 
rics, Washington University School of Medicine, et 
cetera. 247 pages. Illus. Price, $3.00, flexible binding. 
St. Louis: C. V. Mosby Co., 1937. 


Synopsis oF Dicestive Diseases. John L. Kantor, 
Ph.D., M.D. Associate in Medicine, Columbia Univer- 
sity, et cetera. 302 pages. Illus. Price, $3.00, flexible 
binding. St. Louis: C. V. Mosby Co., 1937. 


CoNCEPTS AND PROBLEMS OF PSYCHOTHERAPY. Leland E. 
Hinsie, M.D., Professor of Clinical Psychiatry, Col- 
lege of Physicians & Surgeons, Columbia University, 
Assistant Director New York State Psychiatric In- 
stitute and Hospital. 199 pages. Price, $2.75, cloth. 
New York: Columbia University Press, 1937. 


TEXTBOOK OF SURGICAL NursinG. Henry S. Brookes, Jr., 
M.D. Instructor in Clinical Surgery, Washington 
University School of Medicine, etc. 636 pages. Illus. 
Price, $3.50 cloth. St. Louis: C. V. Mosby Co., 1937. 


THe TecHnic oF Locat ANESTHESIA. Sixth Edition. 
Arthur E. Hertzler, A.M., M.D., Ph.D., LL.D., F.A. 
C.S. Professor of Surgery, University of Kansas; 
Surgeon to Halstead Hospital, Halstead, Kansas, 
et cetera. 284 pages. Illus. Price, $5.00, cloth. St. 
Louis: C. V. Mosby Co., 1937. 


Heart FaArture. Arthur M. Fishberg, M.D. Associate 
in Medicine, Mount Sinai Hospital, New York. . 
pages. Illus. Price, $8.50, cloth. Philadelphia: Lea & 
Febiger, 1937. 


PuysicaL Dracnosis. Don C. Sutton, M.S., M.D., As- 
sociate Professor of Medicine, Northwestern Univer- 
sity School of Medicine; Attending Physician and 
Chairman of Medical Division, Cook County Hos- 
pital, et cetera. St. Louis: C. V. Mosby Co., 1937. 


LABorATorY D1aGNosis oF SypuHitis. Harry Eagle, M.D. 
Past Assistant Surgeon United States Public 
Health Service, Washington, D.C., Lecturer in Med- 
icine, Johns Hopkins University Medical School, Bal- 
timore, Md., et cetera. 440 pages. Illus. Price, $5.00, 
cloth. St. Louis: C. V. Mosby Co., 1937. 


MORTALITY TRENDS IN THE STATE OF 
MINNESOTA. By Calvin F. Schmid. 335 pages. 
8 vo. 95 charts. Planographed. $3.50. University of 
Minnesota Press, 1937. 

A comprehensive, up-to-date statistical study of 
death rates (mainly from 1910 to 1935) according to 
the principal causes of death among various classes 
of people. Special chapters on the seasonal varia- 
tion and geographical distribution of mortality, and 
on infant and maternal mortality. 
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Diagnostic measures, treatment of the various types 
are completely discussed, and that ticklish matter oj 
surgical judgment “When and when not to operate” js 
admirably presented. For those who feel that mono. 
graphs on individual subjects are preferable to chap. 
ters in the systems, this book will find an indispensabk 
place on their shelves. 

C. H. Mattson, MD. 


THE 1936 YEARBOOK OF GENERAL MEDICINE 
848 pages. $3.00. Chicago: The Year Book Publish. 
ers, 1936. 

This is a comprehensive volume of papers on general 
medicine published in 1936, and affords a_ valuable 
means for the doctor to catch up on what has been 
going on during the past year. The best part of the 
book is made up of the editorial comments on the 
various articles, for there one finds the evaluation of 
the material published. 

Harry OErtTING, M.D. 


OPERATIVE SURGERY. 4th ed. J. S. Horsley, 
M.D., Sc.D., F.A.C.S., and Isaac A. Bigger, M.D. 
1,387 pages. 2 vols. Illustrated. Price, $1500. St. 
Louis: C. V. Mosby Co., 1937. 

The first edition of this book was published in 1921, 
in one volume containing 721 pages, with 613 illustra- 
tions by Miss Helen Lorraine. The author stressed 
the “preservation of physiologic function and the inter- 
pretation of the biologic processes that follow surgical 
operations.” No attempt was made to include all 
surgical operations; only those were described or dis- 
cussed that the author had either performed or else 
appeared to him to be especially suitable. It was there- 
fore a narrative of the author’s own experience and 
ideas; an excellent book of a type that is regrettably 
disappearing rather rapidly. The fields of general medi- 
cine and of general surgery have become so elaborate 
and the various specialized branches so complete in 
themselves that an inclusive monograph by one writer 
has become impossible. All books on general medicine 
and surgery must now be encyclopedic. 

This is what has happened to Horsley and his work. 
In preparing this, the fourth edition, after a period of 
sixteen years from the first, he finds that the effort has 
outgrown his capabilities. “Then,” he says, “I was 
working, at least to some extent, in urologic, orthopedic, 
plastic and neurologic surgery, as well as in so-called 
general surgery, and that edition was largely a record 
of my personal experience. . . . In recent years, how- 
ever, the specialties in surgery have become so distinct 
and aggressive that the general surgeon’s field has nec- 
essarily contracted,” and so on, as outlined above. 

So he explained his plight to the publishers, who 
yielded to his argument and consented that he secure 
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BOOK REVIEWS 


. 
the collaboration of I. A. Bigger, Professor of Surgery 
at the University of Virginia, who contributed the 
chapters on “surgery of the neck, thorax, breast, her- 
nia, sympathetic nervous system and some of the op- 
erations upon the extremities.” 

c. C. Coleman, neurosurgeon in the same institution, 
writes on surgery of the central nervous system and 
the cranial nerves ; A. I. Dodson, Professor of Urology 
in the Medical College of Virginia, on urology; J. S. 
Horsley, Jr., on plastic surgery; Donald M. Faulkner 
on orthopedics ; and G. W. Horsley, although a general 
surgeon, on proctology. 

The result is a modernized and comprehensive work 
of two volumes, with 1,387 pages in all, and 1,259 illus- 
tration by the original artist, Miss Lorraine. It retains 
much of the charm of the original edition, for Hors- 
ley’s personality is evident throughout, but it is going 
the way of Osler, Jacobson and others. The accretions 
of modernity are erasing the footprints of the master. 

GILBERT COTTAM 





DIGEST OF TREATMENT. Monthly publication. 
Colume 1, Number 1, July, 1937. Philadelphia: J. B. 
Lippincott Co. 


Volume 1, Number 1, of this new non-advertising 
monthly digest of treatment appeared July 1. As its 
name signifies, each volume is to contain a digest of 
articles on treatment appearing in current medical liter- 
ature. The editorial staff consists of specialists in the 
various branches of medicine, with George E. Reh- 
berger the general editorial advisor. The thirty-four 
indexed abstracts appearing in the first number of this 
new journal are well chosen. 

The subject of treatment has perhaps received less 
emphasis generally than it deserves. A condensed sum- 
mary of experiences in treatment, both favorable and 
unfavorable, as culled from some 200 medical journals, 
should be welcomed by members of the profession. 


Cc. B.D. 





NEW AND NON-OFFICIAL REMEDIES, | 1937. 
Containing Descriptions of the Articles Which Stand 
Accepted by the Council on Pharmacy and Chemistry 
of the American Medical Association on January 1, 
1937. Cloth. Price, $1.50. Pp. 557, LXIV. Chicago: 
American Medical Association, 1937. 


The annual editions of this volume contain all that 
the busy physician needs to know concerning the newer 
preparations which he is daily importuned by the detail 
men of the pharmaceutical manufacturers to use. The 
remedies listed and described here have been examined 
and found acceptable by the Council on Pharmacy and 
Chemistry, the deliberative body charged by the Ameri- 
can Medical Association with the performance of this 
service for the practitioner, who has not the time or 
means to make the determinations for himself. 

Some new drugs have been added in the 1937 edi- 
tion, the descriptions of which will be found in the 
groupings to which they belong. There are some note- 
worthy changes in classification. The various vaso-con- 


\ucust +1937 


strictors, Benzedrine, Ephedrine, Epinephrine and Neo- 
Synephrin, have been grouped together as phenylalky- 
lamine derivatives under the heading “Epinephrine and 
Related Preparations.” This terminology is in keeping 
with the Council’s policy of avoiding therapeutically 
suggestive names. Another similar change is the aban- 
donment of the classification “Medicinal Foods” and 
substitution of a chapter under the title “Vitamins and 
Vitamin Preparations for Therapeutic and Prophylactic 
Use” in the previous edition. The consideration of 
other classes of food preparations was long ago trans- 
ferred to the Council on Foods. The chapter “Organs 
of Animals,” which has heretofore included only endo- 
crine preparations, has been expanded by transfers to 
this heading of the chapters Liver and Stomach Prep- 
arations, and Insulin. 

The book contains general articles, descriptive of 
the classification under which the various drugs are 
listed. According to the preface, more or less thor- 
oughgoing revisions have been made of the articles: 
Arsenic Compounds; Compounds Containing Trivalent 
Arsenic; Compounds Containing Pentavalent Arsenic; 
Bismuth Compounds; Epinephrine and Related Prep- 
arations; Iodine Compounds; Iodine Compounds for 
Systemic Use; Mercury and Mercury Compounds; Pi- 
tuitary Gland; Salicylic Acid Compounds; Serums and 
Vaccines; Antipneumococcic Serums; Silver Prepara- 
tions; Tannic Acid Derivatives. 





TREND OF MATERNAL MORTALITY 
IN MINNESOTA 


(Continued from page 528) 


ternal care. Those who are responsible for gov- 
ernment and state vital statistics can attest the 


value of accurate data. In Minnesota, through 
the codperation of the State Medical Association, 
the Medical Department of the University and 
the State Department of Health, there have, for 
a number of years, been carried on extension 
courses in obstetrics as well as in other medical 
subjects. For years the Minnesota Division of 
Child Hygiene has carried on an educational 
program chiefly through demonstrations to the 
laity by public health nurses. During the past 
-winter there has been organized a special type 
of refresher course in obstetrics and pediatrics 
by which interesting and instructive discussions 
can be carried to the general practitioner in his 
locality. This course of talks, six of which will 
be given in as many localities, includes ones on 
puerperal infection, antepartum care, toxemias 
of pregnancy, obstetrical hemorrhage, mechanism 
of labor and pelvic contraction. One lecture is 
given each week for six weeks and is preceded 


557 





BOOK REVIEWS 


or followed by a lecture on a pediatric subject. 
Each lecture is followed by dinner, at which a 
question conference is held. 

Such efforts are of distinct value in raising the 
standards of obstetrical and neonatal care. Are 
they sufficient to make any appreciable advance 
toward the intelligent and conservative practice 
of obstetrics unless those who are known to be 
devoting special attention to obstetrics are also 
practicing conservative obstetrics ? 

As individual obstetricians and as a group 
we are in favor of the relief of pain in obstet- 
rics commensurate with the safety and future 
health of mother and baby. We desire for our 
patients ample relief of pain but with a minimum 
of danger. There is a trend toward complete 
relief of pain during labor which inevitably 
means an increased number of operative deliver- 
ies. Operations which are comparatively safe 
and simple under certain conditions may be 
dangerous under less favorable conditions. An- 
other trend is toward the reduction of the du- 
ration of pregnancy by the induction of labor, 
commonly by artificial means. This, as well as 
the practice of shortening labor by drugs or 
operative delivery for convenience, cannot fail 
to increase the risk to the mother and child if 
commonly adopted. 





CLASSIFIED ADVERTISING 





FOR SALE—Medical practice je specialized in 
Eye, Ear, Nose and Throat. Library, instruments, 
and office equipment located in western Minnesota 
county seat, 3,000 population. Amos Leuty, M.D. 
(estate), Morris, Minn. 





— 


-ABOR ATORY TECHNICIAN, June graduate, de- 
sires position. Address Erna Miller, 2820 Riverside 
Avenue, Minneapolis. Telephone Br. 3611. 





PRACTICE FOR SALE—In South Central Minnesota. 
For details address D-372, care MINNESOTA MEDICINE. 





MALE HELP WANTED — Salesmen wanted for 
Surgical Supply House. Familiarity with line pre- 
ferred, but not essential if willing to study and im- 
prove. Must be worker who is looking for perma- 
nent connection. Address D-373, care MINNESOTA 
MEDICINE. 





WANTED—Physician; percentage and salary» South- 
ern Minnesota. Recent graduate, married, Protestant, 
able to speak German. Address D-374, care MINNE- 
soTA MEDICINE. 


WANTED—Doctor (preferably with morning office 
hours) to share space in Medical Arts Building, Min- 
neapolis, with present occupant. Address D-375, care 
MINNESOTA MEDICINE. 
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QUALITY 


minerals. 





Webster defines “quality” 
as “natural superiority.” 
In Chippewa, quality A 
means a crystal-clear wa- 
ter free of harsh, harmful 


Chippewa is proud of its 
“natural superiority” — of 
the confidence placed in it 
by physicians who recom- 
mend it to their patients. 


Atlantic 6361 Nestor 1119 
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THE PUREST, SOFTEST, SPRING WATER IN THE WORLD 
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